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EDITORIAL 
Dr. A. S. Warthin 


Pathologist and Teacher 


arr eminent physicians have been ex- 

perts in other lines than those required 
in their vocation, and the advantages of such 
versatility, as well as of a keen enthusiasm 
retained far beyond the days of youth, are 
well illustrated in the career of one of the 
most distinguished and well-rounded pathol- 
ogists and teachers which this country has 
produced. 

Aldred Scott Warthin was born, October 
21, 1866, at Greensburg, Indiana. His artis- 
tic tendencies and notable ability turned his 
attention to music, and in 1887, at the age 
of twenty-one, he received a teacher’s di- 
ploma in that art from the Cincinnati Con- 
servatory. Though that was not the end he 
had in view as a life work, the facility so 
gained gave him the power to relax at the 
piano, which served him so well during the 
strenuous life that was to follow. 

In 1884 he entered Indiana University, 
where he received his Bachelor’s degree in 
Arts in 1888; then to,the University of Mich- 
igan, where he earned his A.M. in 1890; his 
M.D. in 1891; and his Ph.D. in 1893, taking 
time out for graduate study at Vienna and 
Freiburg, where he came under the influence 
of the eminent German pathologist, Ziegler. 

Dr. Warthin’s career as a teacher and in- 
vestigator at his Alma Mater began in 1891; 
when he became an assistant, and later a 
demonstrator in internal medicine, and con- 
tinued for forty years. This early experi- 


ence in clinical practice made such a lasting 
impression upon him that when, in 1896, he 
became demonstrator in pathology, he began, 
and always continued, to teach that abstruse 
science, not as a tiresome exercise in the 
dead-house and the laboratory, but as an in- 
spiring opportunity to find out what had been 
causing the symptoms which his students had 
been observing in the wards of the hospital. 
He had the unusual power of communicating 
to his students some measure of his over- 
flowing enthusiasm and: eagerness, so that 
none who studied under him could ever be 
the plodding medical plow-horse that he 
otherwise might have become. 

After his entrance into the division of path- 
ology, his progress was rapid. In 1897, he 
was made an instructor; in 1902, junior pro- 
fessor; and in 1903, professor and director of 
the pathological laboratories. Here he built 
such a remarkable organization that his 
scientific contributions and those of his 
coworkers attracted attention all over the 
world. Ehrlich declared that, in Warthin’s 
laboratory, he first saw his triacid stain per- 
fectly made. Among his major researches in 
pathology were his studies in the anatomy 
and pathology of the hemolymph glands, the 
pathology of the blood and blood-forming 
organs, cardiac and latent syphilis, tubercu- 
losis, and his remarkable investigation of the 
toxic action of mustard gas. 

But Warthin was never a pathologist in the 
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narrow and exclusive sense. No single field 
of effort was large enough to give full scope 
to his abounding zeal and ability and his im- 
mense capacity for work. His talent for or- 
ganization led him into many and various 
state, national and international societies of 
medical specialists in various lines, in which 
he was generally called to office. Among 
others, he was president, at one time or an- 
other, of the Michigan State Social Hygiene 
Association; the American Association of 
Pathologists and Bacteriologists; the Ameri- 
can Society for Experimental Pathology; the 
American Association for Cancer Research; 
the Association of American Physicians; the 
International Society of Medical History; 
and the International Association of Medical 
Museums. 

In the development of the American Col- 
lege of Physicians, his influence was power- 
ful and formative, and his enthusiasm for the 
organization was such that, only forty-eight 
hours before his sudden and untimely death, 
on May 23, 1931, he wrote a letter asking 
that he be permitted to appear on the pro- 
gram at the California meeting, to express his 
appreciation of its work and to outline his 
ideas of its functions and future. In 1924 he 
assumed the editorship of its journal, Annals 
of Internal Medicine, in which he continued 
until his passing. In 1925 he was made a 
Master of the College and its First Vice 
President, which position he also held until 
his life’s end. 

Dr. Warthin was an impressive and in- 
structive speaker, and his services as such 
were in demand by all sorts of professional 
societies all over the country. These qualities 
also entered into his numerous writings. 
Among his better known books are: “Prac- 
tical Pathology” (1896 and 1911); “Medical 
Aspects of Mustard Gas Poisoning” (1919); 
his remarkable and philosophic “Old Age: 
The Major Involution” (1929); the equally 
philosophic and delightful, but decidedly 
materialistic “Creed of a Biologist” (1930); 
and his last book, which appeared shortly be- 
fore his death, in which he gathered together 
the fantastic series of sketches, symbols and 
paintings, universally known as “The Dance 
of Death.” 


Wherever medical men meet, the erect, 
handsome, well-knit, and vigorous figure of 
Dr. Warthin is sorely missed; but even more 
so the inspiration of his well-considered and 
boldly-stated ideas regarding the many mat- 
ters of which he was so remarkably well 
qualified to speak. His vivid and versatile 
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personality was a stimulus to all who came in 
contact with him, and his many former stu- 
dents, scattered all over this broad land, have 
felt his loss as a personal bereavement. There 
are few such men in any generation, but his 
memory and his influence can never be lost. 
—_——__o—__""" 

The testimony of any serious man who claims to 

know the truth on any matter is worth more than that 


of any number of equally serious men who admit that 
they do not possess it—U. B. Papers. 


—munennnnelininamnnane 
Euthanasia 

HE idea that people suffering from painful 

and incurable diseases should be “put out 
of their misery,” as we do with the lower ani- 
mals, is by no means a new one. The ques- 
tion has been raised, now and again, for 
generations and probably for centuries. The 
present airing of the pros and cons is more 
extensive than usual, and that fact is, per- 
haps, significant. 

Dr. Dorland has discussed the whole sub- 
ject, in a clear and impartial manner, else- 
where in this issue, and has raised several 
important points, chief among which, we 
imagine, is the question of who shall act as 
the “executioner.” 

The present intention is, not to recapitulate 
what the Doctor has said so well, but to 
elaborate this one point a little, largely on 
the basis of some suggestions made in a rather 
remarkable book by M. Jaeger, published in 
1926 and called “The Question Mark.” 

The means of death suggested by this 
author as likely to be employed in the twenty- 
second century is a lethal gas, having a de- 
lightful fragrance and no painful or distress- 
ing effects, administered gently and gradually 
in a charming, inclosed garden, equipped with 
all the appurtenances of luxurious and langor- 
ous beauty. 

He makes this the means for legally dis- 
posing of those persons whose anti-social 
proclivities make them a menace to the peace 
and safety of the community. These, of 
course, enter the garden by compulsion; but 
he suggests that those for whom life no longer 
appears to hold anything worth-while might 
be permitted to do so of their own free will. 

To elaborate this suggestion, why might it 
not be possible to establish tribunals, before 
which the prospective suicide might appear 
to show cause why he should be permitted to 
carry out his fatal purpose. In the case of 
persons with painful and incurable diseases, 
these courts should consist chiefly or wholly 
of physicians, who would weigh the possibili- 
ties and find in accordance with the consensus. 
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Other courts should have at least one physi- 
cian in their membership, and perhaps all of 
them should have one priest or other clergy- 
man. 

If the finding of the court were in favor of 
the prospective decedent, it would simply 
be necessary to leave within his reach the 
means of painless self-destruction and permit 
him to become his own executioner. 

Under present circumstances, it would 
certainly be highly inexpedient to authorize 
the termination of a life (except in the cases 
of dangerous criminals) without the full 
knowledge and enthusiastic consent of the 
interested person, perhaps given in writing, 
or, if he were unable to write, in the presence 
of two or more disinterested witnesses, who 
would certify to the fact in writing. If the 
candidate for euthanasia were unconscious, 
he would not be suffering, so there would be 
no hurry about the matter. 

The arguments are certainly not, under 
present circumstances, all on one side of this 
question, one way or the other, and it might 
be a good plan for genuine humanitarians to 
give the subject some deep and conscientious 
thought, to see if there is not some feasible 


way of giving relief to the considerable num- * 


ber of unfortunates who seem to really need, 
and want, some means of escape from un- 
mitigable suffering. 

— -o — a — 


Nobody wants to know how ill he is; everybody is 
afraid.of death.—Dr. Axet Muntue. 


ee 


The Reticulo-Endothelial System 


N immense amount has been written 

rather recently about the socalled re- 
ticulo-endothelial system, but the subject is 
rather abstruse and the average physician is 
likely to skip such articles when he en- 
counters them in his medical periodicals. This 
seems too bad when we consider that, ac- 
cording to present opinion, this system is 
probably the chief mechanism of immunity 
and resistance. 

The organs taking part in these activities 
come from the mesenchyme, which embraces 
all connective tissues, and should, more ac- 
curately, be called the reticulo-histiocytic 
system, because it is the histiocytes that 
really perform the work of engulfing all for- 
eign invaders and destroying them or trans- 
porting them to the lymph glands for rel- 
atively harmless storage. 

One reason why silicosis, which has come 
in for a good deal of discussion of late, is so 
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dangerous, is that silicon paralyzes and 
mummifies the histiocytes which engulf it, so 
that it is not carried away, but remains in the 
lungs where it was originally deposited. 

Whenever the subcutaneous connective tis- 
sues are irritated in any way, the resting his- 
tiocytes (adventitia cells) become mobilized 
and begin to migrate. These are not mono- 
cytes (which are true blood cells), but huge 
cells which are never normally found in the 
peripheral blood, but may appear there in 
certain conditions, such as subacute bacterial 
endocarditis. 


Studies of the functions of the reticulo- 
histiocytic system are by no means complete, 
but the present view is that it is, in some way, 
concerned with protein metabolism. In 
pernicious anemia, the histiocytes store the 
iron from the destroyed red corpuscles and 
build up a reserve from which new cells are 
formed when liver is administered. They also 
store lipoids (cholesterol) in certain liver dis- 
orders and salpingitis. 

This system is not known to be affected by 
the nervous system, but it is stimulated by 
thyroxin, insulin, adrenalin, and corpus luteum 
extracts; by the parenteral injection of 
foreign proteins; by mild doses of x-rays or 
radium; and also by ultraviolet rays and dia- 
thermy. It is depressed or paralyzed by 
pituitrin; by strong doses of x-rays or radium; 
and by all general anesthetics and narcotics, 
which probably explains the frequency of 
postoperative infections. 

The reticulo-histiocytic cells are probably 
the chief, but not the only, source of “anti- 
bodies”; but these “antibodies” (except anti- 
toxins) are of little importance in acute gen- 
eral infections. A patient with fulminating 
streptococcic septicemia will die before the 
histiocytes have time to get in their work. 
This is not true in more chronic conditions. 

In all chronic granulomas, the chief struc- 
tures are reticulo-endothelial cells; but lipoids 
may be deposited in any granuloma sec- 
ondarily. Some bacteria, such as those of 
leprosy, can live and multiply in the his- 
tiocytes, which became host-cells of the para- 
sites. This probably explains the pathologic 
differences between leprosy and tuberculosis, 
the organisms of which latter disease are de- 
stroyed by the histiocytes. 

These are merely a few of the highly prac- 
tical and important points which appear in 
the study of this fascinating field of research, 
and it is hoped that they will stimulate many 
of our readers to go into this subject more 
fully. 
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Collection Agencies 
M OST physicians dislike to turn over their 
far-past-due accounts to an agency for 


collection, and do so only 
when sorely pressed for 
cash. 

One depressing result 
of this. situation is 
that, disliking the whole 
proposition, the average 
doctor never _ takes 
time to investigate such 
agencies, and when he 
is forced to do so, the 
first glib salesman who 
comes along will get his 
name on the dotted line, 
at the bottom of a docu- 
ment which he has not 
read, in detail, and which 
may almost sign his life 
away—or at least which 
will give him little or 
none of any money 
which may be collected, 
and may compel him to 
pay money to the 
agency, instead of re- 
ceiving something from 
it. 

Experiences of this 
sort have soured a good 
many medical men on 
all collection agencies; 
but there are some hon- 
est and reliable ones. 
Here are a few sugges- 
tions which may help to 
make a differential diag- 
nosis: 

The fly-by-night con- 
cerns are always in a 
hurry and want a con- 


tract, signed without delay—on the spot; 
while the reputable organization is perfectly 
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NEXT MONTH 
(Hay Fever Number) 


Dr. Herbert J. Rinkel, of Kan- 
sas City, Mo., will discuss the 
treatment of seasonal hay fever, 
with special reference to pre- 
scribing a non-allergic diet, in 
connection with specific pollen 
therapy. 

Dr. F. A. Wier, of Racine, Wis., 
will give an interesting presenta- 
tion of his ideas regarding the 
control of hay fever, including 
the correction. of nasal deformi- 
ties and the reduction of pollens 
in the air. 

Dr. Burton Haseltine, of Chi- 
cago, Til., will sum up his expe- 
rience with the ionization treat- 
ment of hay fever and make 
some valuable suggestions as to 
the selection of cases for this 
method. 

Dr. George B. Lake, of Wau- 
kegan, IIL, will render his report 
of the recent meeting of the 
American College of Physicians, 
with abstracts of a number of the 
papers read. 


COMING SOON 
“When Not to Say ‘Never,’ ” by 
Edward H. Ochsner, B.S., M.D., 
F.A.C.S., Chicago, Ill. 
“Metabolic Phosphorus Poison- 
ing,” by John W. Boggess, M.D., 
Guntersville, Ala. 
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willing to give references and wait until the 
doctor has time to look them up. Moreover, 
such people rarely require the signing of a 


contract, but are content 
with a simple, extem- 
poraneous memorandum. 

The “rush” outfits fre- 
quently demand pay- 
ment of full commis- 
sions on accounts which 
may be withdrawn or 
dropped, and often make 
an accounting only once 
a year. The high-class 
ones ask for only what 
they have honestly 
earned and_ generally 
make settlements 
monthly. 

A good differential test 
is to ask the agent to 
send his full proposition 
by mail. Reliable ones 
will be glad to do it; 
while the other kind are 
afraid to run afoul of the 
postal authorities on a 
charge of fraud. 


Perhaps the best 
method is to ask the 
Better Business Bureau 
of any local law-enforc- 
ing agency. They ace al- 
ways glad to cooperate. 

As in all other medical 
matters, prophylaxis, in 
these cases, is far su- 
perior to cure. Investi- 
gations of any collection 
agency should be made 
before a contract 
is signed. The good ones 
can be a big help to the 


doctor with a long list of book accounts who 
is in financial distress. 
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The Periodic Health Examination 


(The Exemplification of Personal Preventive Medicine) 
By Francis Ashley Faught, M.D., Philadelphia, Pa. 


HE health examination is a physical and 

mental appraisal of an individual, made to 
discover hereditary and environmental in- 
fluences, habits, incidents in the past history, 
and signs of the unheralded beginnings of 
disease, which may affect his present physical 
condition, at a time when, through modifica- 
tion and control, he may be most successful 
in preventing or delaying the development of 
actual disease, and so permit him to attain 
his life expectancy, in better health and with 
greater mental and physical efficiency than 
might otherwise be possible. 


This result can be accomplished, for it has 
been well shown by analyses of numerous 
series of periodic health examinations that, 
by the intelligent use of the facts derived 
from such an examination, it is not only pos- 
sible to favorably influence morbidity and 
mortality in infancy and childhood and dur- 
ing the socalled productive years, but also 
to delay, if not prevent, many of the dis- 
eases and infirmities of middle age and later 
years, thereby increasing and prolonging 
mental and physical efficiency, with coincident 
extra dividends in health, happiness and sat- 
isfaction in living. 

The periodic health examination is not, 
therefore, primarily an investigation of pa- 
tients already suffering from disease, but a 
scientific method of examination of well per- 
sons to discover the precursors and the silent 
beginnings of disease, which having no char- 
acteristic symptoms are often unsuspected 
and unrecognized by the patient. In essence, 
it is a carefully planned clinical study to 
discover evidence of pre-clinical diseases, at 
a time when, if discovered and controlled or 
removed, the actual development of disease 
may be indefinitely postponed, if not entirely 
prevented. In other words, it is not clinical 
medicine in its generally accepted sense, but 
preventive medicine of the highest type. 

A cooperative enterprise: Its greatest value 
is attained when both the physician and the 
person examined fully appreciate the poten- 


tialities of the periodic health examination 
for better health, greater physical and mental 
efficiency, lessened morbidity, and prolong- 
ation of life. 

The value of each examination will depend 
much upon how persistently the physician 
exerts his influence to secure the correction 
of existing defects, and how willingly the 
patient accepts this guidance and is ready 
to discontinue injurious habits and correct or 
modify unsatisfactory environmental condi- 
tions. 

Technic 

The technic of examination is not difficult. 
The general practitioner can perform a satis- 
factory periodic health examination, since it 
demands neither special training nor unusual 
clinical experience and employs no more 
than his usual office equipment. 

Although differing in its purpose and ex- 
tent, the examination of the healthy person 
requires the same technic and the same skill 
necessary to study a person having evidence 
of definite disease. In other words, the 
periodic health examination is a method of 
estimating the remaining physical assets of 
the individual, rather than a study and in- 
terpretation of the relation of obvious signs 
and symptoms to already existing disease. 
This distinction is fundamental and should 
ever be borne in mind. 

Precision, acquired through repeated use of 
a printed form, will materially shorten the 
time required to complete the examination; 
while the experience gained through practice 
in summarizing, analyzing and correlating the 
findings will enable the examiner to better 
determine the relative health level of each 
examinee. 

I would strongly advise against trying to 
crowd the periodic health examination into 
the average short office hour devoted to min- 
istrations to the sick and ailing. Appoint- 
ments for periodic health examinations should 
be arranged in advance, in order that suffi- 
cient time may be provided to do the work 
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without hurry and, if possible, without in- 
terruption. The completeness of the record 
will also be improved if there is someone at 
hand to make the entries during the exam- 
ination, and a better history will be obtained 
and much needless waste of time prevented 
if patients fill out the history form in advance, 
bringing it with them at the time of exam- 
ination, to be reviewed and amplified by the 
physician. 

Each physician should recognize the limit 
of his ability to examine special regions, but 
consultations are not advised unless definitely 
indicated. The examiner should not lean 
unnecessarily upon the shoulders of consult- 


ants, but should learn to use them only in ’ 


case of doubt to support, modify, or amplify 
his own findings. Nevertheless, the assistance 
of specialists cannot be entirely avoided in 
periodic health examination work, and intelli- 
gent patients will welcome this expert as- 
sistance when the need for consultation is 
explained to them. 


The Health Examiner as a Specialist 

The physician experienced in _ periodic 
health examination work may well be recog- 
nized as a consultant, to whom patients may 
be referred by the family physician when he 
is either too busy with the care of the actually 
ill to find time to do this work, or when he 
believes himself incompetent. 


Patients referred by the family physician 
to the health examiner should be accepted on 
the same basis and in the same ethical rela- 
tion as when referred to other consultants. A 
full report of the examination should be sent 
to the family physician, to be used as the basis 
for the management and treatment of his pa- 
tient. In my experience, this plan is entirely 
feasible and is to the mutual advantage of the 


patient, the family physician and the health 
examiner. 


The examination should follow a definite 
(preferably a printed) outline, in order that 
no part or region may be accidentally omit- 
ted, and should be preceded by a full and 
accurate history, which should include, not 
only a record of the patient’s medical his- 
tory and personal habits, but notations re- 
garding environment and observable mental 
traits and reactioris of the examinee. The re- 
corded history and examination should then 
be summarized, normal findings being ex- 
cluded. This is an important detail, since it 
forms a basis for the advice and recommenda- 
tions to be given to patients, at subsequent 
consultation, and in addition it furnishes a 
basis of comparison with the records of sub- 
sequent examinations. 


The medical profession as a whole has been, 
and still is, negligent in not more systema- 
tically advocating the periodic health exam- 
ination as a means of promoting and preserv- 
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ing the health of its patients. There are 
some who still believe that such a practice is 
unethical. This is not so, for there is no rea- 
son why the family physician should not take 
the initiative in all matters relating to pre- 
ventive medicine. It is, therefore, just as 
ethical for physicians to recommend the per- 
iodic health examination to their patients as 
it is to urge vaccination against smallpox and 
protection against diphtheria, typhoid fever, 
etc. 


Acknowledging this to be true, some county 
medical societies now provide ‘their members 
with printed form letters, to be signed and 
sent to patients, in order to acquaint them 
with the value of the examination and urg- 
ing them to arrange for it. During the past 
year, the Philadelphia County Medical So- 
ciety has supplied, at cost, many such letters 
to its members. 


Who Should Have a Periodic Health 
Examination 


It seems to be a common belief that the per- 
iodic health examination is designed largely 
or wholly for adults. This is not so. Periodic 
examinations should begin at birth and be 
continued until interrupted by death. They 
should be made about once a month during 
the first year, and then be repeated semi- 
annually, or at least annually, thereafter. To 
omit periodic health examinations until adult 
life is reached is to allow many predisposi- 
tions to develop into actual disease and per- 
mit the perpetuation and stabilization of de- 
fects which should have been detected and 
corrected at an early age. Universal periodic 
examinations, begun in infancy and carried 
through adolescence, will result in a higher 
health level of the adult population and, in 
addition, will develop a health consciousness 
that will be continued throughout the life of 
the individual. 


Periodic health examinations should not be 
restricted to well persons, but should, by all 
means, be applied to all patients who are not 
too ill to come to the office, since they also 
will be benefited by an annual appraisal of 
their health level. The larger the number 
of periodic health examinations performed by 
the family physician on his patients, the better 
will he be able to serve them. Each recurring 
examination refreshes the memory and in- 
creases his knowledge of the patient. Past in- 
cidents are re-recorded and forgotten defects 
and abnormalities again brought to his atten- 
tion, together with new facts and findings 
which are related to recent events in the life 
history of the patient. Reexamination will 
also show the results of control and treat- 
ment, previously advised and carried out, 
and should give warning of impending crisis, 
thus allowing of the inauguration of more 
active and timely methods of treatment. 
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Printed Forms 


In the hands of the experienced examiner, 
a printed form may not be necessary, but it 
will serve to prevent serious omissions and 
inaccuracies in the record, while if the data 
recorded are to be used for statistical pur- 
poses, a printed outline is necessary. 

The value of the periodic health examination 
depends less on the form used than it does 
upon the interest and experience of the ex- 
aminer. Many forms, some prepared by State 
and County medical societies, are now avail- 
able. The one selected should appeal to the 
physician who uses it. For those who prefer 
to develop their own form, shorter forms are 
to be preferred to longer ones, and I should 
advise that they study a number of existing 
forms, and thereby profit by the experience 
of others. 

Serious omissions may result from adher- 
ing too closely to the prescribed outline dur- 
ing examination of the individual case. At 
best the form should serve merely as a guide, 
to be exceeded whenever a more extensive 
examination of a part or region is indicated. 

To use a complete history form during the 
reexamination is unnecessary, and involves 
needless repetition and a waste of time, since 
much of the originally-recorded history will 
remain unchanged and need not be again re- 
corded. I have materially simplified my re- 
examinations by employing an abridged his- 
tory form. 

It is well to keep in mind the age of the 
patient, in order that valuable time may not 
be lost in searching for conditions rarely, if 
ever, present at certain ages. Time should 
not be spent in searching for evidence of 
- chronic progressive diseases in those under 30 
years; whereas nutritional disturbances, de- 
velopmental abnormalities and endocrinopa- 
thies should be sought most carefully during 
the earlier days. 


Time Element and Cost 


A good examination can be made in a rea- 
sonable length of time. Completeness is not 
incompatible with practicability, although 
neither brevity nor haste should be permit- 
ted to interfere with the thoroughness of the 
examination. On the other hand, to include 
needless and lengthy special examinations is 
to increase the cost of the examination un- 
necessarily. This is an important matter, for 
if the original cost is excessive, many patients 
will be discouraged from returning periodic- 
ally for reexamination. An examination that 
requires more than one hour is probably un- 
necessarily long. 

Fees for the periodic health examination 
should not be fixed, but should be regulated 


to meet the ability of the patient to pay. A 


preliminary discussion may save much fric- 
tion when the bill is rendered. Objection to 
the expense of this procedure will usually 
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be broken down by a frank discussion of the 
extent of the examination and the importance 
of the findings in relation to the patient’s 
present and future health. 

Patients can be shown how the periodic 
health examination differs from the ordinary 
clinical examination. They should be im- 
pressed with the fact that the periodic ex- 
amination is a health-promoting measure, 
which depends for its success largely upon 
the accumulation of detailed facts and find- 
ings; that it must be complete and compre- 
hensive to be effective; and that the omission 
of even apparently minor details may materi- 
ally affect the value of the study. The point 
to be emphasized is that the health examin- 
ation is a health appraisal, and not a local 
examination directed toward the diagnosis 
and treatment of disease. 

I am thoroughly impressed with the fact 
that, by proper approach, it is possible to in- 
terest a large number of patients in this pro- 
cedure; the public is as willing to pay for 
skillful preventive medicine as it is to pay 
for any other commodity, but it must be as- 
sured that it is getting value received. The 
public must be taught the purpose of the 
periodic health examination and be advised 
of its health-preserving potentialities. 

The majority of persons of average intelli- 
gence, and those who really value their 
health, will submit to this examination, but 
its value, in terms of better health, greater 
physical efficiency, bodily comfort and longer 
life, must be explained to them. 

According to their mental reaction, we may 
classify persons examined in three groups: 
The first are fearful and apprehensive; are 
certain that some simple symptom or ab- 
normality is a sure sign of the presence of 
serious, if not hopeless disease; are loath to 
be examined and, submitting, do not want 
to hear the verdict. The second and largest 
group includes those who feel that they are 
in reasonably good health, but realize that 
all disease must have its beginnings and that 
they, therefore, may be not as well as they 
suppose. They are not afraid to be told the 
truth and are not only attentive listeners, 
but nearly always cooperate in the carrying 
out of advice given. In the third group, we 
may include those of fatalistic habit and the 
indifferent. These are willing to be examined; 
receive the report as they accept anything 
else in this life; are neither greatly interested 
nor impressed, even by serious findings; and, 
having heard their verdict, go away and do 
little or nothing to put into effect the advice 
received. 


Importance of Follow-Up 

A definite method of follow-up is essential 
to the success of the periodic health examin- 
ation, since it serves, in a measure, to force 
the indifferent and neglectful to put into 
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operation the advice which has been given. 
Many patients will not continue their in- 
terest in their own personal welfare, unaided 
by repeated contacts from the medical ad- 
viser. The follow-up should be a cooperative 
enterprise, entered into conscientiously by 
both the patient and the physician. because 
the examination will be of little value unless 
the physician, on the one hand, insists that 
corrective measures be carried out; and on 
the other, the patient appreciates the value 
and significance of apparently unimportant 
findings and is impressed with the necessity 
of carrying out the advice and counsel re- 
ceived. 


Physician as Health Counselor 


There is another aspect, frequently neg- 
lected by the physician, which deals not with 
signs and symptoms, but with the patient’s 
daily routine, his manner of life, habits, and 
environment. Here is an opportunity to ex- 
ercise a powerful influence, which should 
assist in preserving and promoting the health 
of the examinee. I refer to the opportunity 
for the physician to give advice for the im- 
provement of environment and instruction re- 
garding the proper use of foods, clothing, 
ventilation, and bathing, the control of bad 
habits, and the timely application of methods 
of immunization. Thus, in addition to the 
giving of advice for the control or treatment 
for already-discovered disease, the intelli- 
gent physician should assume responsibility 
for the health education of his patient, in- 
struction in details of environment, personal 
hygiene and habits of living, and the modifi- 
cation or control of slight abnormalities 
which, if neglected, may later develop into 
actual disease. In other words, the physi- 
cian who assumes the responsibility of mak- 
ing periodic health examinations must be- 
come an active force, and should help to teach 
his patients how to manage their lives more 
intelligently, more efficiently and more health- 
fully. 

Mental and emotional difficulties create 
psychic and mental illnesses, and we know 
that disturbances of this type are on the 
increase. No history or examination is com- 
plete that omits this essential part of the 
study. More attention should be paid to the 
psychic and mental aspects of the patient 
than is now the rule. The influence of these 
factors, now so often ignored by the busy 
physician, should be given greater consider- 
ation. An understanding of these factors 
may be the only means of explaining and 
controlling far-reaching and often serious 
functional disturbances that occur during 
adolescence and in later life. 


Factors Influencing the Success of the 
Periodic Health Examination 


There are several variable factors related 
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to the ultimate success of this work, among 
which are: (1) The inclusiveness of the his- 
tory and the examination; (2) the frequency 
and regularity with which the examination 
is repeated; and (3) the willingness with 
which the examinee puts into effect the ad- 
vice and counsel given. The first two are 
under the control of the physician, who must 
admit, with Dr. Haven Emerson, that “the 
periodic health examination is the third epoch 
in medicine looking to the improvement of 
the Nation’s health,” and with other leaders 
in medicine, that the periodic health examin- 
ation is the most valuable service that the 
physician can render to his patients. The third 
factor depends primarily upon the recipient 
of the examination, although, in a consider- 
able number of cases, the physician must act 
as a policeman and, by repeated contacts, 
urge and encourage the patient to put into 
effect the advice given. 


It is evident that few physicians realize 
that the periodic health examination can be 
made a definite source of income. This is true, 
not only because this is a special service, 
primarily recommended and carried out on 
ordinarily well patients, but also because the 
examination, not being an emergency meas- 
ure, can be arranged for in advance, the ap- 
pointments being distributed over the less- 
busy months of the year. Furthermore it is 
a service that commands a special fee, and 
even if the basic fee for the examination is 
small, a practice in periodic health examin- 
ations can be gradually built up, the steady 
income from which will often surprise the 
examiner. 


For ten years I have consistently urged my 
patients to submit to an annual health ex- 
amination, and many have done so, although 
uncontrollable factors, including the financial 
depression, have interfered with the return 
of many and the regularity of others. Many 
physicians undoubtedly have been discour- 
aged by the same experience, but there are 
signs of an increasing appreciation by the 
public of the value of this type of preventive 
medicine, which bodes well for the future. 
General practitioners should take advantage 
of every opportunity to acquaint their pa- 
tients with the health-preserving value of 
the periodic health examination. 


During a period of nine years, ended Jan- 
uary 1, 1935, of those that I have examined, 
18 percent have returned for reexamination 
more than once, and 2 percent have returned 
annually for periods of from five to nine 
years. This may not appear to be a very 
creditable showing, but becomes decidedly 
more encouraging when one considers that 
the greatest difficulty in securing an annual 
return was experienced in the earlier years 
of this work, and that the depression and 
the natural loss of patients, through removal 
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or dissatisfaction from a variety of causes, 
has interfered with the return of many. 


Biologic and Sociologic Aspects 

Through the influence of mass action in dis- 
ease prevention, developed by the medical 
profession and fostered by the departments 
of health, a great reduction in morbidity 
and mortality has been accomplished in in- 
fancy and childhood, so that a much higher 
percentage of children now reach maturity. 
As a result, the average age of the popula- 
tion is steadily rising, so that a larger por- 
tion of the population actually lives longer, 
and so reaches a period of life in which the 
degenerative diseases are most prevalent. The 
mortality rates of cardio-vascular disease, 
renal disease, apoplexy, cancer and diabetes 
continue to advance. This condition strongly 
emphasizes the need for disease control in 
the adult years, because it is improbable that 
any further great progress can be made in the 
protection of health and prolongation of life 
in the early years. If it is worth while to 
extend the span of human life, it should also 
be worth any effort on our own part, and 
that of the individual patient, to prevent or 
postpone the development of that group of 
diseases which is annually increasing among 
our adult population. If the present age of 
expectancy is to be materially increased, it 
can only come from effective preventive 
measures, perennially applied to the adult 
population. It is my firm conviction that, 
universally adopted, the periodic health ex- 
amination should accomplish this result. 
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The practice of preventive medicine through 
the periodic health examination is a power- 
ful, though silent, gesture opposed to the 
present misguided efforts for the socialization 
of medicine. It is preventive medicine, for 
which, up to the present time, no provision 
has been made under medical regimentation, 
nor is it likely that there ever will be. Neither 
is regimented medicine, as it exists in foreign 
countries, equal to medical care now available 
to all who seek it in the United States. 


If it be our desire to be permitted to con- 
tinue our present individualistic type of pri- 
vate service, then we should all assist in pre- 
serving the present high type of American 
medicine for the American people, and should 
consistently and persistently preach and 
practice periodic health examinations. A 
healthy and satisfied clientele will most cer- 
tainly turn a deaf ear to those propagandists 
who are now attempting to socialize med- 
icine, and will not readily vote for nor sup- 
port any group which advocates any revolu- 
tionary change in medical practice. 


Preventive medicine is the order of the 
day and the practice of the future, and the 
physician who advocates and practices pre- 
ventive medicine, which must include the 
periodic health examination, will be out- 
standing in his community, his patients will 
be better served, and his income from prac- 
tice will be, not only stabilized, but also 
augmented. 


255 S. 17th St. 


Pelvic Abscess Secondary to Rupture 


of the Uterus* 


(A Case Report) 
By Harold A. Goldberger, M.D., New York City 


T= case reported is of particular interest 

because the unusual rapidity with which 
it responded to treatment contrasts with the 
usual experience of a prolonged and unsatis- 
factory course, which is quite characteristic of 
pelvic and parauterine abscesses. 


Case History 

R. A., a twenty-nine-year-old, married, 
Italian housewife, was admitted to Metropoli- 
tan Hospital on September 15, 1934, with a 
complaint of vaginal bleeding of thirteen days’ 
duration. At the time of admission the pa- 
tient denied any missed periods, as well as 
any interference. Subsequent to a pelvic ex- 
amination, a true history was finally elicited, 
when she was confronted with the findings. 


“From the service of Dr. Ralph F. Ward, Metro- 
politan Hospital, New York, N. Y. 


The last menstrual period had been on July 
8, 1934, and following two months of 
amenorrhea she procured the services of a 
midwife who attempted to produce an abor- 
tion. Two days later, a week prior to admis- 
sion, she developed fever and chills and the 
vaginal bleeding became more profuse. This 
condition continued for six days, after which 
she was brought to the hospital. 

The past history revealed two previous 
full-term pregnancies. There were no previ- 
ous miscarriages, abortions, major illnesses, 
or operations. 

Physical Examination revealed a moderately 
obese young white female, apparently acutely 
ill. The temperature was 100.2° F.; the pulse 
90; and the respirations 22. The eyes and 
ears were negative. Her tongue was slightly 
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coated. The lungs were resonant throughout. 
No rales or change of breath sounds were 
heard. The heart was not enlarged to per- 
cussion, the sounds were of good quality, and 
there were no murmurs. The blood pressure 
was 130/68. The abdomen was moderately 
obese and rounded; there was no shifting 
dullness. There was marked tenderness over 
the suprapubic area and the right lower 
quadrant. No spasm or rigidity was elicited. 

Vaginal examination revealed a _ second- 
degree cystocele and a healed, puckered 
scar of a former recto-vaginal fistula. The 
cervix was split into four quadrants by old 
lacerations and presented the general appear- 
ance of distinct pendulous fleshy masses. The 
uterus was enlarged to about the size of a 
large orange and was slightly pulled over to 
the left. The cul-de-sac was bulging, and a 
boggy mass extended into each fornix. Ten- 
derness was most marked directly posterior 
to the cervix. There was moderate bleeding 
from the cervix, and the vagina contained 
fresh and old, clotted blood. 

The leukocyte count was 17,200, and the 
differential count showed: polymorphonu- 
clears, 86 percent; lymphocytes, 10 percent; 
monocytes, 4 percent. The red cell count was 
4,300,000 and the hemoglobin was 70 percent 
(Sahli). The blood was type IV (Jansky) 
and the blood culture was negative. The 
blood sedimentation rate, by the Westergren 
method, was 7 mm. in 15 minutes and 80 mm. 
in the hour. Urinalysis showed: color, yel- 
low; clear; specific gravity, 1.016; sugar and 
albumin, negative. There were some leuko- 
cytes and occasional mucous threads in the 
sediment. 


Operation 

Under gas-oxygen and ether anesthesia, on 
September 17, the vagina was prepared with 
iodine and alcohol. The uterine cavity was 
found to be 13 cm. deep. The anterior wall 
seemed clear; the posterior wall rough. Very 
gentle, dull curettage brought forth several 
large pieces of placental tissue. The uterine 
cavity was gently flushed with 3714 percent 
alcohol. A posterior colpotomy was then 
performed, at the posterior cervico-vaginal 
junction, releasing about 200 cc. of very foul, 
greenish-yellow pus, with an apparent B. Coli 
odor. A soft rubber “T” tube was inserted 
so that a limb extended into each side of the 
pelvic abscess cavity. Plain gauze packing, 
saturated with Azochloramid in triacetin, 
1:500, was lightly packed around the tube. 
The tube was strapped to the thigh, 20 cc. of 
the same solution was instilled, and the tube 
clamped. The patient made an uneventful 
recovery from the operative procedure. 

Postoperative treatment consisted of instill- 
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Fig. 1: Temperature and pulse curves of patient 
R. A. 


ing 15 cc. of Azochloramid solution three 
times daily for the first two days. On the 
third day the packing was removed and 
Azochloramid saline solution, 1:5,000, was 
used as a vaginal douche. Subsequent treat- 
ment consisted of instillations of the triacetin 
preparation three times daily. After each 
instillation the tube was clamped for two 
hours and then allowed to remain open and 
drain until the next instillation. The 1:5,000 
saline douches were given twice daily. 

The patient’s general condition improved 
and the temperature subsided progressively 
(see Fig. 1). On September 25, eight days 
after the operation, the tube was removed 
and examination revealed a small, clean 
wound in the posterior fornix. There was 
no tenderness, and only slight induration 
about the wound could be palpated. The 
temperature, at this time, was normal and 
the patient was discharged three days later. 

Follow-up examination a month later re- 
vealed a healed posterior colpotomy wound. 
There was no discharge or bleeding. The 
uterus was of normal size, anteflexed, pulled 
over slightly to the left and somewhat fixed. 
The area about the posterior colpotomy 
wound was slightly indurated, but no masses 
or fullness could be observed. 


Comment 


Although posterior colpotomy for pelvic 
and parauterine abscesses is quite a common 
procedure, it is decidedly unusual for re- 
covery to be.so complete and rapid. It is 
my opinion that the use of these Azochloramid 
solutions, in the manner described, is an 
effective aid to simple posterior colpotomy 
in the treatment of pelvic abscesses. 

125 E. 63rd St. 





Nascent Endocrine Therapy in 
Circulatory Disorders 


By J. F. Ritter, M.D., Maquoketa, lowa 


BY nascent endocrine therapy is meant the 
parenteral employment of the various en- 
docrine secretions, as secured from the 
glandular tissues by simple mechanical ex- 
pression of their “juice,” in the case of the 
thyroid, thymus, testes and ovary, or by 
maceration of the smaller ones, such as the 
pituitary, pineal, parathyroid and adrenal 
glands. The pancreas is not so amenable, 
as its enzymes destroy its desirable ingredi- 
ents. The four last mentioned are macerated 
and incorporated with the interstitial secre- 
tion, as a menstruum for their administration. 
It is at once apparent that any desired mix- 
ture can be readily prepared and adapted to 
the needs of the individual case. 

The theory that the physical vegetative 
functions are largely dependent upon the 
normal activity and proper mixture of the 
endocrine juices, is meeting with greater ac- 
ceptance by our foremost therapists.. Many 
now recognize as a fact that physiologic com- 
bustion, or systemic chemism, is dependent 
upon the vigorous and constantly regulated 
hormone supply from every endocrine unit. 

The entire theory and therapeutic applica- 
tion of nascent endocrine therapy is based 
upon the corner-stone of systemic metabol- 
ism, and follows the trend of progressive 
hormone therapeusis. All physicians are con- 
versant with the recent advances in the isola- 
tion of various endocrine active frinciples. 
Of these, thyroxin, pituitrin, pitressin, antui- 
trin, paroidin, adrenalin and insulin have 
proved their potency. Of late, theelin, cortin 
and lydin are claiming recognition. These 
compose the “shock troops,” and should be 
ever at hand for the endocrine therapist’s 
emergency use. They are potent, but frac- 
tional in effect, and several, such as insulin 
and adrenalin, are evanescent in action. 

In contrast to these, the “infantry,” for 
massed attacks to follow, is recruited from 
the simply-expressed secretion of the corre- 
sponding glands, elaborated by nature in the 
living tissue. The smaller endocrine glands 
—pituitary, adrenal, etc.—are macerated 
gently, so as not to injure the hormune- 
elaborating cells, and are administered with 
the interstitial secretion as a menstruum. 
These nascent preparations are unvitiated by 
antiseptics or preservatives, leaving the 
therapeutic potency of the elaborating cells 
intact. Thus prepared, they exhibit sus- 
tained activity and maintain therapeutic effi- 
ciency for days or weeks, instead of for a 
few hours. Liver and stomach preparations 
are not so fragile, and are active in pernicious 


anemia after thorough dehydratioa, which 
cannot be done with those others here 
mentioned. 

In no domain of scientific medical research 
are the fields so broad and the prospects for 
achievement in the relief of human suffering 
so brilliant as in that of endocrine therapy. 
This is peculiarly true in that group of dis- 
ease states cumbersomely designated as cardio- 
vascular-renal. For brevity and inclusive- 
ness, the simple term circulatory diseases is 
here employed. 

Hypertension 

Of these, hypertension is the most pre- 
valent. Whether it is a disease or only a symp- 
tom, for the present may be left to the 
laboratory technicians. Whatever the etio- 
logic factors inciting hypertension, by faulty 
metabolism there seems to be elaborated a 
blood-serum-soluble autotoxin, which mani- 
fests a peculiar selective affinity for the cir- 
cular fibers of the arterial musculature and 
induces tonic spasm of the arterial and 
arteriolar walls. By subjecting the blood of 
hypertensive patients to spectroscopic analy- 
sis, it is hoped to identify and possibly isolate 
this autotoxin. Clinically, we have, in “inter- 
stitial hormone,” a means of neutralizing this 
autotoxin, relaxing vaso-constrictor spasm, 
lowering pressure and lessening cardiac 
muscle labor. But these clinical facts are 
not accepted as “scientific,” because they lack 
technical laboratory explanations as to the 
“what, why and how” of its apparent ex- 
istence and action. 

Irrespective of these mooted empiric ques- 
tions, the fact that a very large percent of 
cases of hypertension can be as effectively 
controlled as is the sugar in diabetes, is very 
material. When it is realized that, in the 
United States alone, there are two million 
hypertensive patients, in imminent danger 
of cerebral hemorrhage, cardiac failure or 
other fatal complication, whose condition can 
be definitely ameliorated; that a second two 
million are on danger’s borderline, amenable 
to treatment on a basis of therapy modeled 
somewhat upon that now standard in dia- 
betes; and that a third two million incipient 
functional cases present every promise of 
prevention of development into the organic 
groups, the opportunity to extend relief 
should be grasped from both philanthropic 
and economic considerations. 

In considering hypertension, an arbitrary 
division into three types, based simply on 
blood pressure levels, is made, irrespective 
of etiologic factors or associated disease. 
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In the first group, with pressures ranging 
upward from 225 millimeters of mercury, 
systolic, and from 125 millimeters, diastolic, 
the condition is extreme, and most of them 
have arteries which are decidedly and pro- 
gressively sclerotic. The subcutaneous injec- 
tion of one cubic centimeter of nascent inter- 
stitial secretion, secured by simple expression 
from prepubertal tissue, may be depended upon 
to produce readings ranging from 175 to 200, 
systolic, and from 100 to 110 diastolic, within 
48 hours without symptoms of depression. 

If the emunctories are active, these read- 
ings are easily maintained or still further 
lowered; if not, a rebound to higher levels 
may occur from toxic absorption. The second 
dose should be given in from three to seven 
days, followed by weekly doses for from one 
to several months, or until the pressure be- 
comes stabilized at desirable readings. After 
this condition appears, fortnightly or monthly 
doses are indicated. 

These patients should be kept under strict 
surveillance for at least six months, with 
subsequent readings every one to three 
months. Many require monthly treatment 
indefinitely, to maintain satisfactory levels, as 
the same habits and environment which pre- 
viously obtained are very liable to encourage 
recurrence. The subsidence of subjective 
symptoms and the use of the sphygmomano- 
meter enable the physician to meet the re- 
quirements of the case accurately. In this 
group, amelioration, retardation of develop- 
ment of symptoms and indefinite postpone- 
ment of the inevitable termination, are ample 
reward for our efforts on their behalf. 

In the second group, with pressures be- 
tween 175 and 225 mm. of Hg., systolic, and 
100 to 110 diastolic, except where sclerosis 
is well established, there is a prompt drop, 
to levels approximately normal, in 24 hours. 
Where reaction is delayed, and particularly 
where the diastolic pressure is stubborn about 
coming down, sclerosis has generally become 
well established; such patients should be 
classed with the first group and increased 
attention accorded them. Those showing a 
satisfactory response should also be under 
close scrutiny for six months, the treatment 
being regulated to keep the readings approxi- 
mately normal, which may be 10 to 15 mm. 
above the accepted norm. After this; semi- 
annual doses are important, to obviate re- 
current tendencies and to combat the effects 
of resumed dangerous habits and environ- 
ment. Scores of cases have presented these 
approximate norms for from one to ten 
years. 

The third group, or incipient class, includes 
the remainder, and these are the most im- 
portant, because they are still largely func- 
tional and can be prevented from developing 
into organic cases. The prompt response of 
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most cases with a blood pressure below 200 
systolic and 100 diastolic is very gratifying, 
and the control and restoration to normal is 
practically complete. Here also it is in- 
cumbent upon the physician to keep in touch 
with them two or three times yearly, to de- 
termine how permanent the recovery may be 
and to obtain data upon which to base reliable 
records as to the maintenance of results. Con- 
servatism would require semi-annual readings, 
whether or not treatment is administered. 

In summing up, the first or definitely 
organic class of cases will inevitably require 
more or less attention throughout life. The 
second class—mixed functional and early 
organic cases—should have at least semi- 
annual doses for extended periods, even if 
blood pressure readings remain approximately 
normal. The third, or functional, class is the 
most important, as here we can practically 
apply preventive measures by at least annual 
examinations. These conclusions have been 
reached by the handling of upwards of 1,500 
unselected hypertension cases, over a period 
of ten years. 


Cardiac Disorders 

Various cardiac morbidities are frequently 
associated with hypertension, especially in 
the higher registers, and account for more 
than fifty percent of the mortality due to cir- 
culatory disease, heading the list of fatalities. 
By the control of hypertension with nascent 
endocrine preparations, cardiac decompensa- 
tion and threatened decompensation are much 
better managed than by the usual stimulants 
and digitalization. The cardiac musculature 
is weakened and giving way to its excess 
load. The imperative need is to lessen this 
excess labor, instead of whipping up an ex- 
hausted organ to perform excess duty. This 
is readily accomplished by lowering the blood 
pressure levels. 

In the United States the yearly toll of 
cardiac mortality is approximately 150,000, 
of which over 50 percent are reported as due 
to circulatory hypertension, as a prime ex- 
citing factor. It has been declared, by prom- 
inent cardiologists, that the control of circu- 
latory hypertension would be followed by a 
50-percent reduction in the cardiac mortality. 
Means for this control we now possess, in the 
intelligent and persistent application of 
nascent endocrine therapy. 


Cardiac excess labor is accurately estimated 
by the simple formula of adding the systolic 
and diastolic pressures, multiplying by the 
pulse rate, and placing three decimals in the 
product, to reduce cumbersome figures. The 
normal muscle load is from 12 to 18. Thus, 
a patient aged sixty, with a systolic pressure 
of 240, a diastolic of 110 and a pulse rate of 
72, gives the formula 240, plus 110, times 72, 
or a cardiac muscle load of 25.2. Here, 
140-93 x 72=16.8 would be considered nor- 
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mal. With the higher reading, the administra- 
tion of 1.0 cc. of nascent interstitial secretion 
should, in 48 hours, lower the levels to 
190-+-100 x 72=208. The excess cardiac 
burden is thus reduced from 8.4 to 4.0—a 
reduction of over 50 percent, which the dam- 
aged organ generally can carry comfortably 
for a considerable time, even if we fail to 
lower the readings still further. Persistent 
treatment usually gives a still greater drop 
toward normal and cardiac compensation is 
gradually restored. 

I would emphasize the fact that such re- 
actions are practically routine and can be 
secured by any physician, with the proper 
attention to detail and by keeping the patient 
under surveillance. It is most gratifying to 
see such patients respond; and similar results 
are obtainable in many cases of angina pec- 
toris and other cardiac complications. 

In the nephritic group associated with 
hypertension, we are told that hypertension 
is a conservative and necessary compensatory 
process, to force the fluids and catabolic prod- 
ucts through the languishing nephritic tissues. 
This is largely fallacious. The nephritic 
secretory cells, in varying degree, have lost 
their normal permeability to nutritional sub- 
stances, as well as to the toxin-laden debris 
of functional processes, already imprisoned 
within. It is considered dangerous to radi- 


cally reduce the pressure readings, because 


of possible urinary suppression. This also 
is largely erroneous. One (1) cc. of the 
endocrine preparation lowers the pressure 
and, by reestablishing permeability of the 
nephritic secretory cells to both anabolic 
and catabolic substances, decidedly increases 
the volume of urine, which is, sometimes for 
days, loaded with solids that greatly increase 
the specific gravity. Even where albumin- 
uria is present to a considerable degree, it 
becomes less and, in many instances, disap- 
pears within a week or two. If suppression 
seems impending, adrenalin will promptly re- 
store pressures, with no damage done. 


Cerebral Hemorrhage 

In threatening cerebral hemorrhage cases, 
palliative results are securable in a very con- 
siderable percent. As a preventive measure 
in threatened “stroke,” the control of hyper- 
tension is the logical therapy to employ. The 
lowering of the pressure immediately reduces 
the hemostatic strain on the arterial walls. 
There is a prompt release of the vaso-con- 
strictor tonic spasm of the arteriolar muscu- 
lature, extending even to the peripheral 
cutaneous circulation, a healthy glow replaces 
the vaso-constrictor pallor, and there is a 
pronounced lessening of the intracranial ten- 
sion. The general systemic metabolism is 
improved, apparently due to a partial restora- 
tion of the permeability of the ultimate 
cellwalls, facilitating the absorption of ana- 
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bolic nutrients and the elimination of 
accumulated and imprisoned catabolic debris. 
In some manner there is a neutralizing of 
the circulatory toxin, from whatever source, 
that has been exerting its selective affinity for 
the muscular fibers of the vessel walls, induc- 
ing tonic spasm. Even in hemiplegia and allied 
motor involvements, remarkable recovery of 
muscular function is sometimes noted. 

In most of these cases the vessel walls are 
highly sclerotic; but not infrequently under 
this treatment, the arterial rigidity decreases 
and the vessels become reasonably compres- 
sible. One fact, however, stands out prom- 
inently: that in threatening cases, the prompt 
reduction of pressure averts rupture of a 
vessel, placing the sufferer in the “safety 
zone,” and postpones a second crisis in those 
who have already suffered a “stroke.” 

In most forms of acute, and in practically 
all chronic affections, dyscrinisms are evi- 
denced by certain endocrine depressions, 
stimulations or perversions. The reiterated 
claim, that the chief function of the closely 
associated endocrines is the control of vegeta- 
tive life and the regulation of the systemic 
metabolism, is rapidly being accepted as fact. 
In any malady in which a distinct dyscrinism 
is recognized or suspected, nascent endocrine 
therapy assists in identifying the faulty gland 
and suggests the necessary measures for the 
correction of the defect. Whether this dys- 
crinism is etiologic to or induced by the dis- 
ease, the subcutaneous administration of the 
corresponding glandular secretion will materi- 
ally modify the course of the trouble, either 
by substitution, stimulation or activation. 

Laboratory facilities not being available, 
instead of resorting to “animal units,” it was 
necessary to resort to empirical test and 
error to determine a clinical human or man- 
unit for standardization. Numerous case 
records led to the selection of blood pressure 
readings of 200/100 as the basis. To be 
effective, one cubic centimeter of the nascent 
endocrine preparation in twenty-four hours 
must reduce the systolic pressure 25 mm. of 
Hg. or more, and the diastolic 10 mm. or 
more. This insures dependable reactions in 
the more advanced cases and in the func- 
tionals, the latter usually reaching normal 
levels. Such reliance may be placed upon 
this response that, within 24 to 48 hours, 
prognostic accuracy is obtainable. 

While but. partial success has so far re- 
warded attempts to preserve these nascent 
preparations, tests by ultraviolet irradiation 
are encouraging. Solutions contaminated by 
certain saphrophites have been sterilized at a 
certain wave-length, while others have 
yielded to a different wave-length of radia- 
tion, without detracting from the therapeutic 
effectiveness. These experiments will be 
continued during the coming months, and 
they give great promise of ultimate success. 








Even the primitive physiologists realized 

that there was a very intimate relationship 
between unimpeded bile flow and enhanced 
physiologic wellbeing. In somewhat later 
times, when medical men became better ac- 
quainted with the niceties of therapeutics, 
they learned that, not only is bile a very im- 
portant secretion of the liver, but also that 
bile salts possess therapeutic properties. 

There are a number of conditions in which 
a free flow of bile is essential. Among the 
somewhat less common are hepatic insuffi- 
ciency in association with early cirrhosis, and 
catarrhal and other forms of jaundice; or, 
what is much more common, chronic consti- 
pation, which is, in the main, due to hepatic 
insufficiency. 

Martinet (“Therapeutics,” Vol. 4, Philadel- 
phia, 1929) has found that bile-salts therapy 
is of particular value in that form of intes- 
tinal atony characterized by gastro-intestinal 
indigestion, with flatulence and clay-colored 
stools. 

There is now ample clinical evidence that 
the administration of bile salts, such as sodium 
glycocholate and sodium taurocholate, is 
capable of stimulating bile secretion. In 1917, 
Hooper and Whipple, experimenting on dogs 
with biliary fistulas, obtained the following 
effects: 
















Substance 


Volume 
Administered 


of Bile 


Taurocholic acid {Great increase 
Glycocholic acid | Moderate increase 
Cholic acid Little increase 
Bile fat No increase 
Entire bile Marked increase 


Output of 
Bile Pigment 


Little effect 
Marked diminution 
Slight diminution 
Strong diminution 
Marked diminution 


It is now known that the hepatic cells play 
an important part in the secretion of bile 
salts and of bile itself. To them has been 
ascribed the function of synthesis of the bile- 
salt molecules. There is a strong possibility 
that the intrahepatic portion of the entero- 
hepatic circulation of bile salts exerts an in- 
fluence on the internal metabolism of the 
hepatic epithelial cells, which is concerned 
in many vital processes. 

Bile-salt metabolism and bile-salt production 
are influenced by three major factors: (1) 
Exogenous, embracing principally food and 
drugs; (2) endogenous, embracing for the 
most part the effects of endocrine glandu- 
lar substances and endogenous nitrogen or 


protein metabolism; and (3) the enterohepatic 
factor. 





Physiologic Chemistry 
Examining somewhat more closely into 
biliary metabolism, cholic acid appears to be 
the limiting factor in bile-salt metabolism. 
Taurin is thought to be available in excess 
in the body, for union with any newly-formed 
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cholic acid radicles present, thus yielding 
taurocholic acid. Cystin appears to be the 
source of most of the taurin. A strong 
physiologic action between taurin and cholic 
acid appears to exist in the body. 


Taurin or cholic acid, when fed alone, will 
not cause an increase in bile flow. But when 
both are given together they will synthesize 
to stimulate bile secretion, which result is 
also produced by the sodium salt of tauro- 
cholic acid and by sodium glycocholate. 


The two principal factors in the bile which 
are responsible for the cholagogue action of 
this substance may then be said to be sodium 
glycocholate and sodium taurocholate. These 
exist in the bile in proportions of about 3 
percent of each. Sodium glycocholate con- 
tains carbon, hydrogen, sodium, nitrogen and 
oxygen. Sodium taurocholate contains the 
same elements, with the addition of sulphur. 


It seems now to be generally agreed that 
sodium glycocholate and taurocholate are 
very efficient bile-stimulating substances. 
Physiologic research by Bernard, Rutherford, 
Pavy, Schafer, and Pettenkofer reveals the 
fact that bile salts not only increase the 
formation of bile, but also have a liquifying 
action on cholesterin. 

Anything which brings about diminished 
contractile power of the intestinal muscula- 
ture; anything which diminishes the irrit- 
ability of the wall of the intestine, with con- 
sequent insufficient responsiveness to local 
stimulation to contract; anything which dis- 
turbs the activity or the effectiveness of the 
nervous mechanism involved in peristalsis; 
anything which increases resistance to the 
progress of the intestinal contents, causes con- 
stipation. While there are many conditions 
which may cause constipation, diminished 
biliary flow is among the more common. 


Importance of Constipation 

In mild cases of constipation no treatment 
of any kind is usually required. In fact, 
it is usually best to let them alone. However, 
in long-continued constipation, rather serious 
ill effects are bound to result sooner or later. 
Among the symptoms which may arise are: 
fullness after meals, bad taste in the mouth, 
coated tongue, belching, pyrosis, and mild 
nausea. In addition to these there may be 
a feeling of despondency, mild vertigo, full- 
ness in the head, insomnia, headache, and 
palpitation of the heart, with irregularity of 
the heart action. 

One of the most serious symptoms which 
may develop in chronic constipation is fecal 
colic. These cases present intense colicky 
pains, which are due to the effort of the in- 
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testines to expel the hardened fecal matter. 
These pains usually disappear with evacua- 
tion of the bowels. Passing of flatus gives 
temporary relief, but the pains reappear, to 
subside permanently after a thorough bowel 
evacuation. 

If no effective means are taken to alleviate 
it, chronic constipation may go on to more 
serious consequences. Fecal tumors are not 
infrequent in cases of chronic constipation. 
The cecum, the rectum and the sigmoid 
flexure of the colon are the frequent sites of 
these tumors, which may vary in size, up to 
several pounds in weight, and as a rule are 
easily recognized. Such large fecal accumu- 
lations necessarily produce more or less 
dilatation of the colon, which at times re- 
mains as permanent diverticula. In these 
cases the patient frequently has what appear 
to be normal daily evacuations. The fecal 
tumors also drag down and cause displace- 
ments of the colon. 

It goes without saying that the best results 
in treating constipation are obtained before 
the disease has gone too far. Later complica- 
tions may be avoided by instituting treatment 
early. Drastic measures defeat the purpose 
of treatment. Physiologic methods are best 
employed. 

I have found that, by arousing the natural 
anticonstipative forces within the body, the 
best results are obtained. The liver secretes 
the juices required to keep the bowel free 
of fecal matter, in those who lead a reason- 
ably active life and eat properly. 

Every physician now realizes that the effect 
of the bile in the intestine is important. On 
mixing with the half-digested food in the 
upper intestine it serves three purposes: (1) 
It neutralizes the acid chyme, to prepare the 
material for digestion by the pancreatic fer- 
ments; (2) it definitely antagonizes the growth 
of putrefactive bacteria in the bowel; and (3) 
it apparently has a definite effect on the 
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function of the intestinal walls, particularly 
as regards the production of mucus. 

The following regime has been found use- 
ful in the treatment of chronic constipation 
due to hepatic insufficiency. 

1.—Omit all animal proteins, with the ex- 
ception of milk, from the diet for two months. 
In place of these, stress the value of fruits 
and vegetables. 

2.—Encourage the taking of a glass of hot 
water every morning, about one hour before 
breakfast. 

3—Recommend some simple exercises. 
Abdominal massage is of added value. 

4—Discourage the taking of any harsh 
and irritating cathartics.* 

5.—Arouse the secretion of bile, the natural 
anti-constipative, by giving a bile-salts pre- 
paration, such as Pancrobilin, which contains 
pure, dehydrated bile and pancreatic enzymes. 

6—Begin with rather large doses (three 
pills), before meals and before going to bed. 

7.—Continue the administration of the pills, 
in the doses just recommended, for two 
weeks. By the end of the second week there 


will be a copious flow of bile, with the ap- 
pearance of free bile in the stools. 

8—At this time, reduce the dose to one 
pill, three times a day, before meals, and 
perhaps also one before retiring. 

The outlined treatment is not complicated, 


nor is it unpleasant for the patient to carry 
out. At the end of the third week results 
are manifested and chronic constipation is 
definitely eliminated. Once the liver has been 
sufficiently aroused, the underlying cause of 
constipation is removed. The desirable thing 
about the treatment is that no harmful or 
harsh drugs are necessary. 


32-40—54th Street. 


*In many cases of chronic constipation, especially 
early in the treatment, it is sound practice to combine 
with the bile salts some mild laxative, which will re- 
enforce and expedite their action.—Eb. 


a 


REAL LIVING 


Real living is the business of broadening each day the program of ex- 
periences, so as to take in some new happening, some new application of 
what one learned yesterday, some new exposition of the marvel of men and 
women working and planning together, so that they discern a new equation 
made, a new result produced, a new picture painted on the canvass of 
“spiritual progression”; and by the token that men and women never stand 
still, they either go forward or backward in life, progress or degenerate, 
they presently begin to get rid of that strange state known as Ignorance. 
The men and women who do this are the happy and contented people; the 
normal and mentally healthy people; but more than all else, they are the 
people that the State relies upon in times of crisis to preserve the integrity 
of their common culture—Witt1am Dup ey PELLEy. 


shacpcnicasigieiescestatdlaaancnntaeicesipee mata 





Analgesia without Toxicity 


By J. Krevin Leir, M.D., Jersey City, N. J. 
Attending Physician Medical Clinic, Jersey City Medical Center 


T= relief of pain is essential for the health 
and comfort of the patient and it is in- 
cumbent upon the physician to accomplish 
this end, provided the analgesia does not 
delay nor interfere with the necessary 
therapy indicated in the particular condition 
involved. There are several types of anal- 
gesics in general use, but in spite of this fact, 
it has been difficult to prescribe a drug which 
is both an efficient and non-toxic analgesic. 

The physician has been compelled to choose 
between various analgesics, some of which 
showed high toxicity and many of which had 
a destructive effect on different parts of the 
body. 

The opiates are too habit-forming to be 
considered for use except in extreme emer- 
gencies. The remaining drugs are all toxic, 
to a greater or lesser extent, and the medical 
profession is now becoming aware of this 
fact. For instance, The Journal of the Ameri- 
can Medical Association,’ calls attention edi- 
torially to the proof advanced as to the effect 
on the blood stream and bone marrow of 
one of these drugs, and casts suspicion on 
another. 

Reports of the toxicity and baneful effects 
of these drugs may be found in numerous 
articles recently published, and the evidence 
contained therein constitutes a distinct indict- 
ment against their promiscuous and continu- 
ous employment. The persistent use of any 
medication for analgesia, without close medi- 
cal supervision, especially when the results 
may be deleterious, certainly cannot react 
favorably to the health of the patient. 

An analgesic which would be both efficient 
and non-toxic was highly desirable, and when 
one that promised to fit into both categories 
was brought to my attention, I became in- 
tensely interested. The calcium double salt 
of benzyl succinic and para-amino-benzoic 
acids* has withstood extensive animal ex- 
periments, followed by clinical administra- 
tion, with apparently favorable results. It 
is well known that benzoates occur naturally 
in certain foods and are readily metabolized, 
being excreted as hippuric acid. Succinates 
are completely metabolized and are free from 
toxic reactions. Both benzoates and succi- 
nates are thoroughly recognized and estab- 


1.—Editorial: J. A. M. A., 


104:1005 and 1009. 
Mar. 23, 1935. 


“Marketed under the trade name ‘“Paramon,” by 
the Seydel Chemical Co., Jersey City, N. J. 


2.—Solis-Cohen and Githens: ‘“Pharmacothera- 


peutics, Materia Medica and Drug Action.” D. Apple- 
ton & Co., 1928. 


lished therapeutically.2 The remedy under 
consideration is equally non-toxic, and in 
addition shows definite analgesic qualities. 

Solis-Cohen and Githens? show the danger 
in the action of the more generally used 
analgesics, in doses considerably above those 
in therapeutic use, and describe the toxic 
effects on animals. 

Before employing calcium benzyl succinic 
para-amino benzoate clinically, animal ex- 
periments were conducted at the pathologic 
laboratory of the Jersey City Medical Center, 
and the results are appended in detail below. 
No such reactions were observed as those 
described . by Solis-Cohen and _ Githens, 
Hanzlik and others who worked with the 
drugs usually employed as analgesics. In 
fact, the total lack of reaction, which ad- 
mittedly exceeded all expectations, stimulated 
my desire for its clinical investigation. I 
naturally assumed that some degree of 
toxicity would be present, and that, by re- 
peated heavy doses of 1.4 Gm. per kilo of 
body weight, some of the rabbits experi- 
mented upon would show some contraindica- 
tion; but none showed even an increased or 
decreased respiratory rate, in marked contrast 
to the effects of other analgesics tested sim- 
ultaneously. 

Animal Experiments 

Preliminary tests were made upon a large 
number of rabbits, to establish what would 
be the lethal dose, but none was found, and 
no effect was evidenced when the drug was 
given in quantities amounting to 15 Gm. 
per kilo, equivalent to 200 times the maximum 
therapeutic dose in human adults. The re- 
port, submitted by A. M. Gnassi, M.D., which 
is appended, is especially interesting because 
it states, in conclusion: 

“Paramon has no toxic effect on rabbits, 
and causes no change in their blood counts.” 

Final tests were conducted on three healthy 
rabbits weighing from 52 to 60 ounces. A 
complete blood count of each rabbit was 
made before the medication was given. 
Eight (8) doses, of 30 grains each, were given 
to the rabbits at 2-day intervals, without 
producing any apparent toxic changes. All 
three rabbits were normal when the dose was 
administered, with respiration rates of 88, 82 
and 91. They remained alert after the ad- 
ministration, with little change of respiration 
(maximum of 104 in rabbit No. 3, and a 
minimum of 80 in No. 1.) The medication 
was introduced into the gastrointestinal tract 
through a stomach tube, without anesthesia. 
The results are shown in Table I. 
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ANALGESIA WITHOUT TOXICITY 


TABLE I 


Lymphocytes 
Dates —____»> 


Rab. No. 2. 

Red B.C. 

White B.C. 
Polys. 
Lymphocytes 
Large Monocytes 
Basophiles 


Dates _____» 


Rab. No. 3. 


Red BC. 
White B.C. 
Polys. 
Lymphocytes 


10/29 


*Red B.C. signifies Red Blood Corpuscles. 
tWhite B.C. signifies White Blood Corpuscles. 


120,000 
5,800 


11/5 


11/9 11/16 11/19 


52% 
42% 


52% 
48% 


11/9 11/13 


5,820 6,020 
58% 


42% 


49% 
51% 


11/16 


No impairment of the respiratory, circulatory, renal or digestive systems was found. 


Clinical Evaluation 


In this series of cases, various conditions 
were encountered where pain was the pre- 
dominating symptom. Included were distinct 
disorders of the nervous, gastrointestinal, 
respiratory, cardio-vascular and genitourinary 
systems. Small doses of Paramon were used 
and the action was much slower than that 
with the more toxic drugs. The pain was of 
all degrees of intensity and duration and the 
series included patients of both sexes and all 
ages. 

Later observations showed that, owing to 
the innocuous character of the drug, large 
and frequent doses can be administered with- 
out danger, and when analgesia is incomplete 
it is due to insufficient doses. One of my 
colleagues in this Institution, suffering from 
a severe pan-sinusitis, relieved the excruciat- 
ing pain by the self-administration of 60 to 
70 grains within 9 hours, with absolutely no 
reaction of any kind. Of primary importance 


is the assurance that pain can be relieved. 


with no danger of injurious after effects or 
injury to the vital body structure. 

Observations have since been made by sev- 
eral clinicians, all of whom agree with our 
findings and that no untoward effects have 
been noted with any doses used. 


Discussion 
The complete lack of reactions, as developed 


(Signed) A. M. Gnasst, M.D. 


by the clinical study, and the notable ab- 
sence of toxic manifestations, as shown by 
animal experimentation, led to a discussion as 
to the reasons for these unusual features. 


The chemo-therapeutic explanation was, 
that complete assimilation, metabolism and 
elimination are the factors which explain the 
lack of toxicity of this compound, which, 
upon introduction in the body, appears to be 
hydrolized into para-amino-benzoic acid and 
benzyl succinic acid. The former is elim- 
inated as a substituted hippuric acid (Ham- 
marsten’); the latter, the benzyl succinic 
acid ester, partly absorbed by the tissues, is 
chiefly eliminated as hippuric acid by the 
kidneys (Solis-Cohen and Githens?). Com- 
plete elimination will, of course, explain the 
lack of cumulative effect. Its interesting 
chemical formula appears to explain its 
analgesic action. 


Conclusion 


In my opinion, this new drug has a distinct 
place in the therapeutic armamentarium of 
the physician. The presentation of a safe, 
non-toxic analgesic seems to be timely, and 
its efficacy and merit warrant thorough con- 
sideration and trial. 

9 Garrison Ave. 


—Hammarsten and Mandel: 


3. “A Textbook of 
Physiological Chemistry.” 


Wiley & Sons. 
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The Dietary Treatment of Hyperinsulinism 
By Ellis Powell, M.D., West Monroe, La. 


soe having surveyed one’s practice and 
found those victims of mental and ner- 
vous disturbances and abnormalities that re- 
sult from low blood sugar, or “hypoglycemic 
attacks” or, more properly, from hyperinsul- 
inism, what shall one do with them? Recog- 
nition and treatment of this condition will 
save many victims from descending into the 
depths of mental darkness. 

Since it has been reliably estimated that 
“about one-sixth of the total population tends 
to have a low percentage of sugar in the 
blood,” and many of them actually do have 
this condition in a severe form, it is the duty 
of every physician to become interested in this 
subject, because (quoting from the J.A.M.A.) 
“the brain lives exclusively on sugar” and 
“carbohydrates are the sole source of energy 
of this highly specialized tissue,” and a scar- 
city of sugar in the blood will therefore cause 
malfunction and eventually malnutrition of 
the brain. 

The purpose of this article is to make sug- 
gestions as to how Nature’s demands may 
be complied with in cases of hyperinsulinism. 

In the dietary treatment of these cases the 
object is two-fold: first, to maintain the blood 
sugar at normal levels, and, second, to over- 
come the excessive activity of the pancreas. 


Frequent Feedings 

The first object is obtained by frequent 
feedings—by feeding the patient sufficiently 
often to prevent the blood sugar from reach- 
ing abnormally low levels. The same reason- 
ing is used in these cases that you use in 
refilling your gasoline tank. You do not wait 
until it becomes empty. There are some in- 
dividuals who reach the “empty” level if 
their regular meal is a little late, but they 
are promptly refueled by and feel normal after 
the meal. Some individuals show “empty” 
four hours after meals; some in three hours; 
some in two hours; some in one hour; and 
some remain practically “empty” all the time. 

The gauge that we use to determine the 
“empty” time of each individual is the blood- 
sugar test; and, of course, the frequency of 
the feedings is adjusted so that the indi- 
vidual is refilled before he becomes “empty.” 

In order to explain this idea and its prac- 
tical application more clearly, consider the 
sugar curve of Mrs. K. (Fig. 1). At 7 A.M. 
she was running low, and she continued low 
for three hours after the intake of 100 Gm. 
of glucose (dextrose). We should not be 
surprised to learn that she was mentally 
“hot and bothered” in the early part of the 
day, but became better about noon, as a rule. 
We may assume that the levels became low 
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during the night and caused her to become 
“restless and unable to sleep long before day- 
light,” and her brain was hungry, so to speak, 
several hours before she arose. She was “re- 
fueled” about 3 or 4 A.M. each morning, so 
that she would begin the day with a normal 


Fig. 1.—Glucose (dextrose) tolerance curve, follow- 
ing the ingestion of 100 Gm. of dextrose, expressed in 
milligrams of blood sugar per 100 cc. of blood. The 
arrow indicates the fasting blood-sugar level and the . 
time when the dextrose meal was given. 


supply of sugar available and, suffice it to 
say, her daughter reported, a few days there- 
after, “She is better already.” 

In the beginning I had to be convinced of 
these facts against my will, but I will pre- 


_ sent a small bit of evidence that helped to 


convince me. This is from my second case 
of hyperinsulinism, and much credit is due 
this patient for becoming a human test tube 
and enduring more than 100 blood tests and 
experimental diets that, at times, became al- 
most impossible. Figure 2 is presented as 
visual evidence of her mental and muscular 
functions with a blood-sugar reading of 75 
mg. Figure 3 represents her mental and co- 
ordinative functions a short time thereafter 
(about 4 hours), with a sugar reading of 55 
mg. Study the two and draw your own con- 
clusions as to the influence of the blood- 


sugar level on these functions. 


These and other observations (to be pub- 
lished) indicated that her subnormal school 
work was caused by abnormally low sugar 
levels (around 55 mg.) during school and 
study hours, and that, if these levels could 
be raised to 75 mg., at least, far better work 
would be possible. A series of tests revealed 
that feedings every two hours were necessary 
to maintain a level of 75 mg. and above. Par- 
enthetically, her playmates of 9 to 12 years 
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of age could read her “empty gauge” and 
would tell her to “go home and eat.” Suffice 
it to say that the frequent feedings produced 
spectacular results, which I could hardly be- 
lieve at the time. 


At this point, I am reminded of my col- 
league who excitedly came to narrate an ex- 
perience of the day. His first call revealed a 
young lady in a stupor of three days’ dura- 
tion. In the absence of a visible cause, he 
“took a chance” and gave her an injection 
of dextrose intravenously. Within the hour 
he was asked to return to receive praise for 
the “miracle working shot” and to observe 
the patient at work among her flowers. Again 
the value of supplying the brain with its 
source of energy became evident. 

Thus we observe that some patients re- 
quire only an additional, but correctly timed, 
feeding. Some require two-hourly feedings, 
and some temporary intravenous feedings. 
The frequency will have to be modified, of 
course, when we attempt to attain the second 
object, and will be discussed thereunder. 
Haggard and Greenberg’s very recent book 
on “Diet and Physical Efficiency” advocates 
five feedings a day for physical efficiency— 
to which I would add, and for mental ef- 
ficiency also. 


Diminishing Pancreatic Activity 

The second object of the diet is to diminish 
the overactivity of the pancreas and thus re- 
duce the excess insulin output. The pancreas 
is primarily concerned with carbohydrate 
digestion and its function is influenced by the 
carbohydrate intake. A normal pancreas will 
react with a normal output of insulin; a dia- 
betic with too little (hypoinsulinism); and a 
hyperactive pancreas with too much insulin 
(hyperinsulinism). 

The hyperinsulinism cases are very sensi- 
tive to carbohydrates, the intake of which 
stimulates the hypersensitive pancreas to 
hyperfunction and causes hyperinsulin pro- 
duction. So, by reducing the carbohydrate 
intake, the stimulation of the pancreas is re- 
duced and the insulin output is accordingly 
diminished. It is very desirable to further 
weaken the pancreatic stimulation derived 
from even the reduced amount of carbo- 
hydrates allowed—to cause the carbohydrates 
to be slowly, steadily and mildly absorbed, 
and thus slowly, steadily and mildly stimulate 
the pancreas. An increased fat allowance does 
this. Thus it is that the low-carbohydrate, 
high-fat diet has been evolved for the benefit 
of the irritable, high-strung, temperamental, 
easy-to-upset pancreas. Under this dietary 
regime it has no excessive stimuli to irritate 
it—no excessive work to do—and has an op- 
portunity to calm down and get control of 
itself, and the patient is accordingly benefited. 


It is self-evident that, the more sensitive 
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the pancreas, the lower the carbohydrate in- 
take must be, and the higher the fat allow- 
ance, even to the point of producing ketosis, 
and possibly the production of a substitute 
food for the brain. 


Fig. 2.—(Above) Writing (well-known words) when 
the blood-sugar level stood at 75 mg. per 100 cc. 

Fig. 3.—(Below) Writing when the blood-sugar was 
at 55 mg. per 100 cc. 


In order to better understand what we are 
about to do, it is well to know that an 
average-sized man, at moderate work, takes 
about 118 Gm. of protein, 56 Gm. of fat and 
500 Gm. of carbohydrates. This will theoret- 
ically represent the diet that the patient 
is taking when he comes for treatment; but 
we must bear in mind that many of these pa- 
tients have an abnormally “sweet tooth.” 

It is evident that the 500 Gm. of carbo- 
hydrate must be reduced and the 56 Gm. of 
fat increased. As a routine procedure, the 
daily carbohydrate intake is reduced to 100 
Gm. for the average adult, and the protein 
requirement of 75 to 100 Gm. is satisfied. 
Since the patient receives 400 calories from 
the carbohydrates allowed and roughly 400 
calories from the protein, the shortage of 
calories must be made up with fat. The aver- 
age adult doing moderate work requires 2,500 
calories, so that the fats must supply 1,700 
calories, or 200 Gm. Simply expressed, the 
diet calls for 100 Gm. of carbohydrate; 100 
Gm. of protein; and 200 Gm. of fat. From 
the blood studies it is determined that feed- 
ings every three hours are necessary, at 3, 
6, 9 and 12 a.m. (noon), 3 and 6 p.m., and at 
bedtime, or 7 feedings daily. Each feeding, 
then, calls for 14 Gm. of carbohydrate, 14 Gm. 
of protein, and 30 Gm. of fat. 

The menu presented attempts to be ap- 
proximate only and is not offered as perfect. 
It serves to lower the carbohydrate and in- 
crease the fat intake of the patient, who al- 
ways boasts of relatives who “have et syrup 
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and bread all their life and it ain’t hurt them 
yit.” 

The patient is instructed to omit syrup, pre- 
serves, cake, etc.; to reduce the bread; to 
eat more butter, bacon, cream, mayonnaise, 
etc.; and to return in four or five days. This 
permits the patient time to be “weaned off” 
his high carbohydrates and to be somewhat 
adjusted to a higher fat diet; and it also 
serves the very useful purpose of permitting 
the physician -time to review the principles 
of dietetics and to plan the menu. 

Observations have been made which show 
that bread causes the output of more insulin 
than any other food, and that milk causes 
the least. Accordingly the patient is told, 
when in doubt what to eat, to take a glass 
of milk and cream. 


A general diabetic diet list is given for 
general information and guidance in the prep- 
aration of the 12, noon, and 6 p.m. meal, and 
in addition, a few combinations or “light 
lunches” are suggested for this hypothetical 
patient at 3, 6 and 9 a.m. and 3 and 9 P.M. 


General Diabetic Diet List 

May take freely: (At 12, noon, and 6 p.m.) 

Soups: All meat soups and broths—vege- 
tables allowed below may be added. 

Meats: All meats, poultry and game, but 
without sauces and gravies containing flour. 

Fish: All kinds, but cooked without meal or 
bread-crumbs. 

Eggs: As desired. 

Fats: With each meal a large portion of fat 
meat (cooked with the vegetables); or 2 
slices of bacon, cooked very rare; or 1% to 2 
tablespoonfuls of mayonnaise; or 142 ounces 
of heavy cream; or 3 ounces of cheese, must 
be eaten with each meal. 

Vegetables and Salads: Asparagus, beet 
greens, Brussels sprouts, cabbage, cauliflower, 
celery, cresses, cucumbers, egg-plant, leeks, 
lettuce, okra, sauerkraut, spinach, string 
beans, tomatoes. 

Bread: 1 slice (4% inch thick) or omit bread 
and substitute therefor 4 tablespoonfuls butter 
beans, or 2 tablespoonfuls canned baked 
beans; or 3 tablespoonfuls green peas; or 2 
tablespoonfuls mashed and creamed potatoes; 
or 2 tablespoonfuls of squash. 

Pickles: Made from the above vegetables, 
unsweetened. Ripe olives. 

Condiments: Salt, pepper, mustard, vinegar, 
nutmeg, etc. 

Desserts: Jellies made from gelatin; custards 
and ice cream made from eggs and cream— 
all sweetened with saccharin. 

Beverages: Tea, coffee, lemonade, if sweet- 
ened with saccharin. 

Articles Prohibited: (Unless otherwise al- 
lowed in subsequent diets and then only in 
quantities stated). 

All sugars, sweets and starchy foods, such 
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as syrup, preserves, jellies, puddings, pies, 
cakes, pastries, ice cream, candy, bread, bis- 
cuits, cereals, macaroni, spaghetti, potatoes, 
sweetened drinks, etc. 


Light Lunches 
Take one of the following combinations at 
3, 6 and 9 a.m. and 3 and 9 p.m. 
Orange juice 4 ounces. 
Cream—heavy 2% ounces. 
or 
Puffed Rice 1 cup. 
or 
Oats, rolled (cooked) % cup. 
Cream—heavy 2% ounces. 
or 
Bacon— 2 or 3 slices. 
cooked very rare 
Eggs 
Toast buttered 
or 
Hominy (buttered) 


1 or 2. 
1 slice (34 inch thick). 


2 tablespoonfuls 
or 
Apple 1 medium 
Lettuce 
Mayonnaise 1% tablespoonfuls 
or 

8 ounces. 


1% ounces. 


Milk (whole) 
Cream—heavy 


These combinations serve as a beginning, 
while some intelligent relative familiarizes 
himself (or herself) with the elements of 
dietetics and finds that this restricted diet 
may be made very variable, palatable and 
beneficial. In time the average patient be- 
comes familiar with the quantities allowed 
and handles his diet very nicely alone; but 
after he feels “normal” again the forbidden 
sweets become irresistible, he begins to take 
chances, and you will observe the blood 
sugar going down—and him with it. For- 
tunately he eventually concludes, as a rule, 
to stay on the diet until taken off it, and 
the physician has no more trouble with him. 

Aside from the lowering of the carbo- 
hydrate intake, I think the most important 
step in the dietary treatment of hyperinsulin- 
ism is the constant amount of carbohydrate 
taken at each feeding. For example, the case 
under discussion requires 100 Gm. daily, in 
seven doses, or 14 to 15 Gm. at each feed- 
ing. It is very improper to give 10 Gm. at 
one feeding, 70 Gm. at another, 5 Gm. at 
another, etc. Remember that the general idea 
is a slow, constant absorption of carbohy- 
drate, to cause a slow and constant output 
of insulin, in order to maintain the blood 
sugar at more constantly normal levels. The 
object back of the complete control of hy- 
perinsulinism is to put-more sugar into the 
blood—to have the blood sugar approximate 
15 grains of dextrose to each quart (100 
mg. per 100 cc.) of blood. If there are only 
7% grains to the quart, we have approxi- 
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mately 50 mg. per 100 cc., or a marked hy- 
perinsulinism. It appears easy to add only 
7% grains, but it requires much patience and 
time to do it, as the underlying over-active 
pancreas must be controlled before it is pos- 
sible; but, unless a tumor exists, patience, 
together with a low-carbohydrate, high-fat 
diet, will permit the sugar concentrations to 
become normal. 


I do not hesitate to say that physicians will 
frequently be surprised at the promptness 
with which many mental and nervous upsets 
(if a result of hyperinsulinism) will subside 
upon frequent feedings of low carbohydrates 
and high fats. They will surely be surprised 
at the ease with which an extra feeding will 
control the attacks of hyperinsulinism that 
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tacks”; “temporary absent-mindedness”; “un- 
explained fainting attacks”; etc. 

However, in patients in whom the condition 
is of long standing and whose pancreases are 
“sot in their ways,” one will have to be pa- 
tient and play for time, as frequently a 
condition of cerebral malnutrition exists as 
a result of the prolonged scarcity of blood 
sugar. Remember that time is necessary for 
the malnourished and malfunctioning brain 
to regain its normal state after the sugar 
levels are normal. It must have time to re- 
grow and to redevelop, which it will do and 
the patient will become better and better 
as the months pass until, within a few months, 
he has become “better than ever before.” The 
dietary treatment of hyperinsulinism is then 
credited with having provided the food for 


occur occasionally under names, such as 


proper mental growth and the fuel for proper 
“vaso-vagal attacks”; “weak, trembling at- 


mental function. 





WHO WILL PAY? 


The policy of ruthless slaughtering of cattle and hogs and plowing up 
cotton and wheat has laid further heavy burdens upon the people who, 
through the processing taxes, are being compelled to pay for this ruthless 
destruction. Meanwhile, during the first three months of 1935, 24 million 
square yards of cotton cloth were imported, while thousands of workers in 
the cotton mills of this country are idle. Ten times as many pounds of 
cotton-seed cake and meal were imported in March 1935 as were imported 
in March 1934. We imported 600 percent more butter the first three months 
of 1935 than in the first three months of 1934. We imported 140 times as much 
corn for the first three months of 1935 as we did in 1934. For the first three 
months of 1935 we imported 24 million pounds of fresh meat and 7 million 
pounds of canned meat. We have thus provided work and wages for foreign 
farmers and labor to make up the deficits we willfully created. The people 
are being taxed, not only for the increased cost of the necessities of life, 
but to pay for this ruthless destruction of our crops and animals. 

I am prepared to show, from the reports of the Internal Revenue 
Department, that if all net taxable incomes of over $5,000 were seized by 
the Federal government and the incomes of all corporations also were seized, 
it would still be necessary to tax those with small incomes 9 billion dollars 
per year to pay for the total present cost of government, both Federal and 
local. This means that $1.40 must be taken from those of moderate means 
for every dollar that can be obtained from those in the higher income 
brackets and the corporations, even if every penny of this latter income 
was confiscated. There is no escape from the fact that the present excessive 
cost of government has got to be paid principally by those of moderate 
means. If present government policies continue there are only three alter- 
natives: bankruptcy, repudiation or inflation of the currency, any of which 
will be disastrous for the people. It is only through organization that this 
menace can be met. The great majority of the American people are inarticu- 
late; they pay the bills, but have no voice as to how their money shall be 
expended. 

The National Economy League is fighting your battles for you. It is 
absolutely non-political and it is fighting for exactly the things that both 
major political parties promised to do and the President of the United States 
promised and that the people voted for—Cart P. Dennett, in The Watch 
Dog, Nov., 1935. 
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YOUR OWN PATH 


If you do what you, yourself, have decided, and it is sensible and good, 
and you do not waver and compromise and consult mere appearances, you 
will be secretly admired and envied.—Ernest Woop. 
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Revolutionary Evolution 


ITHOUT doubt, by far the most striking 

and dramatic aspect of the recent history 
of man is that chapter associated with the 
progress of natural science and its applica- 
tion to human understanding and social prob- 
lems. While recognizing the great debt of 
contemporary scientists to the slow and pa- 
tient labors of the pioneers, from Copernicus 
and Gallileo to Darwin and Helmholtz, it is 
no exaggeration to say that the scientific ad- 
vances of the last half-century have done 
more to extend our knowledge of the cosmos, 
physical nature, man and society, than all 
the achievements of the human intellect 
down to the year 1875. Within this latest 
period of a half-century, the progress of sci- 
ence has become ever more amazing in its 
application in proportion as we approach the 
present day. The advance in the field of 
human endeavor appears to be moving on 
with continually accelerated speed and with 
ever more widely radiating lines of influence. 
The changes have evolved so rapidly as to be 
revolutionary. 

Just imagine the influences of the recent 
physical researches into the nature of matter. 
Physicists and physical chemists have re- 
solved the integral atom into a physical uni- 
verse, far more complicated than the. solar 
system, with scores of electronic orbits within 
each atom, along which electrons move with 
the speed of light, giving off energy as they 
leap from one orbit to another. 


The scientific discoveries in regard to living 


matter are quite as remarkable. Modern 
biology has shown the basic unity and cel- 
lular nature of organic matter, has thoroughly 
established the fact of organic evolution and 
has revealed law-abiding mechanisms and 


processes of heredity. Organic chemistry has 
enabled us to reconstruct and manufacture a 
great variety of invaluable commodities. 
Physiology, acting in cooperation with chem- 
istry, has recently made penetrating re- 
searches into the whole problem of the 
chemical nature of life and death. 


Psychology, founded upon physiology, neu- 
rology and sound methods of investigation, 
has made remarkable strides in giving us a 
firm and naturalistic grasp upon the prob- 
lems of human behavior. It has established 
the fundamental physico-chemical relationship 
between mind and body. It has thoroughly 
uprooted the older version of innate ideas 
and shown that our whole set of reaction 
patterns in life are the product of the con- 
ditioned responses built up through our life 
experiences. 


It is quite obvious that the basic sciences 
have created new intellectual frontiers. They 
challenge cherished beliefs. They change our 
outlooks and none of us can wholly escape 
their influence. 


Roentgen’s discovery revolutionized our 
conception of light and, like a series of wave 
rings following the dropping of a stone in 
water, the uses to which it has been put are 
ever expanding. Humanity has benefited, not 
only in the fields of diagnostic and therapeutic 
medicine, but also in the numerous industrial 
uses to which it has been put. 


The basic sciences have firmly established 
themselves in medicine; and while a clinical 
history is always desirable, frankly, how often 
can a conclusive diagnosis be established 
without a microscope, without chemicals, 
without the use of the many methods of 
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precision that are available? It is true that 
all these methods go through a period of 
seasoning and orientation for proper evalua- 
tion and coordinated use. 

In this process of development the roent- 
genologist was created. He is the natural out- 
growth of a need. 

Our colleges prepare the undergraduate for 
a rational, full-bodied life. The graduate finds 
himself or herself in the most competitive, 
most single-minded society in the history of 
man. Life is complex, its problems compre- 
hensive and demands are specific. Medicine 
in its relation to life is comprehensive, vital 
and, at best, inadequate. However, the divi- 
sion of labor, thus creating the specialist, has 
made possible the rendering of a better serv- 
ice, especially when related services are co- 
ordinated. The socalled metaphysical phanta- 
sies are obsolete because science has given 
us an explanation for the occurrence of many 
phenomena. The mechanics has been ex- 
plained, not in its ultimate, but sufficiently 
rationally. 

The wonderful apparatus that generates 
the x-rays is ponderous and, to the unintel- 
lectual, represents a simple mechanical means 
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of diagnosis and treatment. But when we 
ponder over its many uses, of its potential 
good and potential harm, and when we realize 
that light waves play such an enormous part 
in life, we are immediately impressed with 
the necessity of adequately training individ- 
uals in the proper use of energies that pro- 
foundly affect biochemical and biophysical 
functions. 

The radiologist, with his medical back- 
ground, is awed and inspired by the fascinat- 
ing performances of light waves; he, in a 
measure, comprehends what is taking place. 
The terms ions, electrons, protons, octaves of 
light waves, velocities, Angstrom units, etc., 
are music to his ears, fairly understandable, 
but quite mystifying to those working in the 
other branches of medicine. 

Having passed the threshold of scientific 
medicine for more than a score of years, it is 
with justifiable pride that the radiologist 
looks forward to a sustained accomplishment 
and cooperative effort which a right-minded 
medical man wants to give and scientific 
achievement makes possible, and which is 
imperatively demanded by our social and 
economic forces. M. J. H. 








Ultraviolet Radiation for Erysipelas* 


XTENDED clinical observation the world 

over has shown that ultraviolet radiation 
has specific effects on erysipelas, and it is 
therefore at present the most generally pre- 
ferred method of treatment for this condition. 
The original investigators (Petenyi and Ude) 
recommended local irradiation of the affected 
area, including 114 inches of the healthy skin, 
to the extent of a third-degree reaction. 
Either an air-cooled or a water-cooled lamp 
may be employed. The area should be left 
uncovered after treatment. They state that 
one treatment usually suffices to bring about 
a critical fall in temperature and a clearing 
up of the condition, and that relapses are 
rare and can be cleared up with equal 
promptness on subsequent irradiation. 

Titus, in a recent additional report, advo- 
cates for adults twenty times the erythema 
dose and for children six times the erythema 
dose. This can be done conveniently by giv- 
ing five-minute exposures at the estimated 
distance from a powerful lamp which gives an 
erythema in one minute at 30 inches. Analysis 


"J. Med. Pract., Feb., 1936. 
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of the cases treated at Presbyterian Hospital 

in New York showed, in 19 cases, an average 

of 1.9 exposures used and a return of tem- 

perature to normal in an average of 3.48 days. 
Ricuarp Kovacs, M.D. 

New York City. 


Treatment of Pelvic Infections 
- With Heat* 


}4e4t is a time-honored and valuable agent 
in the treatment of inflammation, and of 
all methods of applying heat to the female 
pelvis, that devised by Dr. C. R. Elliott and 
known by his name is probably the most 
efficient. The only obstacle to its general use 
is the complex and expensive apparatus re- 
quired, which puts it beyond the reach of the 
average general practitioner, who sees most 
of these cases in their earlier stages and needs 
such help in treating them. 

I have assembled an apparatus from stand- 
ard surgical and laboratory supplies which 
has accomplished satisfactory results. It dif- 
fers from Dr. Elliott’s apparatus in lacking 


*South. M. J., Sept., 1935. 
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mechanical control of circulation and pres- 
sure, thus eliminating the most costly items 
in his machine. 


(a! 


Le 


Courtesy, Southern Medical Journal. 


Fig. 1.—The author’s apparatus assembled for general use. 


regulator is set at 130°F. 


Water, heated by a thermoregulated 300 
watt immersion heater in a two-quart irri- 
gating can, flows into a hard rubber nozzle, 
to which is attached a male contraceptive 
sheath as an intravaginal bag. An infusion 
thermometer and a stop-cock are placed in the 
line between the reservoir and the nozzle. 
Pressure of the distending fluid is produced 
and maintained by the height of the water 
column, never exceeding one pound (27% 
inches). The water is returned to the reser- 
voir by means of a rubber bulb hand pump 
in the outflow line. Glass valves are inserted 
above and below the pump to direct the flow 
constantly toward the reservoir, where the 
water is reheated. A snap switch is placed 
in the electric cord to the immersion heater 
to provide instant control (see Fig. 1). 

The technic of application is simple. The 
sheath is attached to the nozzle in the steps 
indicated in the accompanying diagram (Fig. 
2). The nozzle, properly lubricated, is in- 
serted in the vagina and fixed to a sanitary 
belt. It is important that the labia should not be 
compressed between the nozzle and the pubic 
rami, the ischemia so produced inviting burns 
in spite of the insulation of the hard rubber 
nozzle. The initial water temperature should 
not exceed 120°F. and is tested by opening 
the stop-cock and allowing the water to run 
past the thermometer until the reading re- 
mains constant. Both inlet and outlet tubes 
are then attached to the nozzle and the stop- 
cock is opened, allowing the bag to fill. Dis- 
tention of the vagina should not be too rapid, 


and lower temperatures must be secured by 
observing thermometer and using switch in the electric line. 
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for this will produce pain. Initial pressure 
should be low, to be increased as the patient’s 
improvement permits. Pumping is then begun 
and the temperature al- 
lowed slowly to reach 
125° F. for the initial 
treatment and as high 
as 130°F. during subse- 
quent treatments. The 
duration of treatments 
should vary from thirty 
minutes to one hour, 
depending upon the pa- 
tient’s reaction. Caution 
must be exercised in the 
treatment of hypotensive 
and debilitated patients, 
for the systemic effect is 
that of a hot bath and 
may be very enervating. 
To terminate the treat- 
ment the stop-cock is 
closed and the bag is 
deflated with the pump. 
Careful inspection should 
be made to detect pos- 
sible burns at the end 
of each treatment. 


The thermo- 


\ A 


ys 


Courtesy, Southern Medical Journal. 


Fig. 2.—Assembly of vaginal nozzle and bag. A, 
nozzle and sheath. The flared end of the nozzle is 
perforated for attachment of tapes. B, C, D and E, 
steps in fitting and fastening sheath to nozzle. The 
nozzle is then lubricated with a jelly, inserted in the 
introitus, and attached by 


re tapes to 
sanitary belt. 


the patient's 
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When the physician’s office or the patient’s 
home is equipped with a suitable hot water 
supply, the apparatus 
can be even more simple. 
The thermoregulated im- 
mersion heater and the 
bulb pump may be dis- 
pensed with, Water 
from the supply pipes 
at proper temperature is 
carried directly into the 
inlet tube. The thermom- 
eter in this case should 
be close to the faucets 
so that proper mixing of 
the hot and cold water 
may be carried out. The 
pressure of the distend- 
ing fluid is obtained by 
having the outlet tube 
empty into the irrigat- 
ing can at the proper 
height, whence it flows 
back to the lavatory drain. The expense of 
the apparatus is negligible (Fig. 3). 


Georce A. Wiiu1aMs, M.D. 
Atlanta, Georgia. 
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Kohler: Roentgenology 


OENTGENOLOGY: The Borderlands of the 

Normal and Early Pathological in the 
Skiagram. By Prof. Alban Kdhler. Trans- 
lated by Arthur Trumbull, M.A., B.Sc., M.B., 
Ch.B. 681 Pages, with 400 Illustrations. Balti- 
more: William Wood and Company. 1935. 
Price, $14.00. 

This edition includes not only the con- 
tents of the sixth German edition, but also 
the subsequent advances in medical diag- 
nostic roentgenology. It is expanded, by 
careful selection from $3,000 of the most 
important English and American articles, 
through the collaboration of Drs. Woodburn 
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Morison, James T. Case, and Arthur Trum- 
bull, the latter being the editor. 


Courtesy, Southern Medical Journal. 


Fig. 3.—Simpler and less expensive apparatus for use where suitable hot 
and cold water supply is available. 
closely for fluctuations in water temperature. 


The thermometer must be watched 


This translation into the English language 
is timely; it pays especial attention to early 
pathologic changes and to normal variations, 
the latter being frequently confusing; in 
both instances, because of their frequent in- 
cidence, avoidance of unnecessary remedial 
interference or the selection of appropriate 
measures can be instituted to the greatest 
advantage of the patient. The author also 
stresses the importance of correlating all the 
other clinical data to deduce a diagnosis. As 
it is well known that there are few pathog- 
nomonic signs in medicine, this approach is 
truly representative of the scientific physician. 

Without any exaggeration, Professor 
Kohler’s contributions to roentgenology are 
so authoritative that the attachment of his 
name is sufficient to warrant its worth. This 
book should be in the hands of every medical 
student, surgeon, orthopedist, urologist and 
gastro-enterologist. There are 400 illustra- 
tions. The index is uniquely arranged, so 
that little difficulty is experienced in finding 
the topic of interest. 

M. J. H. 
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THE DEADLY AUTOMOBILE 


Among the destructive inventions of the human mind—cannon, machine 
guns, dynamite, poison gas—the automobile holds the record for lives de 
stroyed and people crippled. The weapons of war work intensively for 
comparatively brief periods and the destruction wrought appalls us; but 
that is in a small part of the earth and for a few years at most. The 
automobile kills and cripples its victims day and night in every city of the 
earth. Its death toll never ceases for a single hour.—L. W. Rocers. 
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The Editor of this department is pleased to present this article 
by Dr. McNamara, because it promises a quicker and better result 
than is usually obtained by the injection method. Treatment of all 
hemorrhoids at one sitting is not new, although this author appears 
to have done so before Buie, in a monograph published in 1931, 


advocated such as the method of choice. 


Moreover, Buie hospi- 


talized his cases for 24 hours, employed regional anesthesia and 
usually did a divulsion. It will be interesting to know if others 
can get the same prompt and permanent results reported by Dr. 
McNamara by employing his technic. 


Hemorrhoids 


Technic of Examination, and Treatment by Injection 
By Thomas F. McNamara, M.D., Rochester, N. Y. 


\W HEN I took up rectal work fourteen years 
ago, I had no knowledge of the technic 
used by the few other physicians who had 
done something along this line. In fact, I 
knew of no regular physicians who were 
making use of the injection treatment at 
that time. 

I started in by giving treatments only in 
cases where hemorrhoids were protruding or 
prolapsed, or where they could be brought 
down by having the patient strain. Only 
such patients as had hemorrhoids that would 
protrude or prolapse, were painful or caus- 
ing a loss of blood, would consult the phy- 
sician for relief. 

Today we know that thousands of people 
suffer from many conditions of ill-health on 
account of hemorrhoids that neither bleed, 
protrude nor prolapse. Many suffer from 
backache, headache, indigestion, nervousness, 
anemia, exhaustion, bladder disturbances, 
etc., that are caused by hemorrhoids that 
have not given much local trouble. It is, 
therefore, as desirable to make an early diag- 
nosis in cases of this kind, as in other patho- 
logic conditions. The family physician should 
be able to make a proper diagnosis, whether 
or not he is qualified to give treatment. 

It is my desire to give, in this brief paper, 
as clear a description as possible of the tech- 
nic I use at the present time in the diag- 
nosis and treatment of internal hemorrhoids. 

The equipment required is a_ suitable 
table, a proctoscope, speculums of different 
sizes, gloves, finger cots, sterilizing solutions 
for external and internal use, cotton, wooden 
applicators, hypodermic syringes and needles, 
and a proper light. 


Technic of Examination 

For examination and treatment, the pa- 
tient, properly draped, lies on the left side 
with the buttocks well over to the edge of 
the table. After external inspection, a di- 
gital examination is made, using a lubri- 
cated finger cot. If there is no fissure, ulcer 
or rigid, unyielding sphincter muscle, this 
should cause no pain. If a fissure be pres- 
ent, internal examination should not be at- 
tempted without using a local anesthetic. 

Unless a physician has made many exam- 
inations and has become expert, he cannot 
determine the presence of internal hemor- 
rhoids by a digital examination, and then 
only if the hemorrhoids are very large. In 
this case the relaxed mucous membrane over 
the collapsed hemorrhoids presents a loose, 
boggy feel to the trained finger. Hyper- 
trophied papillae, p oly pi, papillomatous 
growths, and frequently, if present, a malig- 
nant growth may be felt by digital examin- 
ation. The latter, if present, will usually be 
felt only as far in as the finger can reach, 
unless the growth has become very exten- 
sive. If high, it cannot be felt. 

Even if a malignant growth in the rectum 
cannot be reached, there is no excuse for a 
proctologist to treat hemorrhoids, where such 
a growth is present. The lining of the rec- 
tum in the hemorrhoidal area will present, 
to the experienced eye, an unhealthy, luster- 
less appearance, not common to hemorrhoids 
alone. The physician at once becomes sus- 
picious of malignant disease, and the procto- 
sigmoidoscope, or x-rays, or both should be 
brought into service. 

When looking for hemorrhoids, it has been 
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my custom for many years to use the Brinker- 
hoff speculum. For examination, the rectum 
is divided into four quadrants, right, left, an- 
terior, and posterior, and the speculum is 
inserted at least four times, changing the 
slide after each introduction. If hemorrhoids 
prolapse, they are replaced before the specu- 
lum is inserted. If present, they will bulge into 
the speculum as the slide is withdrawn, ap- 
pearing as dark-red or bluish-red masses. 

I use the Brinkerhoff speculum in mak- 
ing examinations because I became accus- 
tomed to it and I feel that it gives a satis- 
factory outline of the hemorrhoids. After 
examination, a change to the Hinckle-James 
speculum when giving the injection will ob- 
viate any danger of causing pain or dragging 
on the hemorrhoidal mass in removing the 
speculum. 

There are cases with rigid, contracted 
sphincters where divulsion (under local anes- 
thesia) is necessary before a_ satisfactory 
examination can be made. If a fissure be 
present, uncomplicated by a “sentinel pile,” 
this is the ideal management. 

Every effort should be made to avoid pain, 
and with proper care nine out of ten cases 
can be taken care of without causing pain 
at the time of treatment or during recovery. 


Technic of Treatment 


In treating, the slide of the Brinkerhoff 
speculum is withdrawn until the lower and 
thickened part of the mass begins to appear, 
and the solution is injected under the cover- 
ing and among the enlarged veins, well above 
the thickened part. Care in this respect is 
necessary in order to avoid sloughing. 

It is my custom with the solution I use to 
inject sufficient to distend the hemorrhoid, 
until it takes on a translucent appearance. 
If pushed beyond this point, it will become 
white in color, and that means that the 
covering may break down and superficial 
sloughing will occur. While this is not seri- 
ous, it will retard recovery. 

Some piles seem to be multilocular and 
proper distension requires that the needle be 
withdrawn and reinserted in different loca- 
tions. The amount used in one area will 
vary from 1 to 3 cc. depending on the size 
of the pile. The total amount used at one 
time will usually vary between 5 and 10 cc. 
The ideal result is to have a smooth, un- 
injured lining, firmly adherent to the deeper 
tissue, as the varicosed veins are transformed 
into mere threads by the sclerosing effect of 
the solution. A firm wall is formed and there 
need be no fear of a recurrence, with this 
condition present. 

In the monograph which I brought out a 
year and a half ago (“Essentials of Injection 
Treatment of Hemorrhoids”), I laid par- 
ticular stress upon these points, as well as 
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on many others that cannot be mentioned in 
the space allotted to this paper. 
The solution that yields the best results 
in my hands is quinine and urea hydro- 
chloride. I use a solution, which is prepared 
at the time it is to be used by dropping two 
two-grain tablets into 5 cc. of triple-distilled 
water, already drawn into the syringe from 
ampules which contain 10 cc. each. The tablets 
should be dropped from the original bottle 
and not be touched by the hands. This makes 
approximately a 5-percent solution. 


Many proctologists seem to prefer a solution 
of phenol and oil, anywhere from five to ten 
percent. My objection to this solution is that 
it is not so rapid nor so complete in its action, 
causes unnecessary thickening of tissue, form- 
ing a hard tumor that is slow in disappear- 
ing, and that it requires a larger needle. The 
smaller the needle, the better, as it will not 
cause bleeding nor leakage of the solution, 
and it will pass through the hemorrhoidal 
wall without causing pain. This is important. 
I use a Becton-Dickinson 5 cc. Luer-Lok syr- 
inge with metal extension, and a 22-gage, 
three-inch needle. 

It is my custom to treat all hemorrhoids at 
one time, except in cases where there is ex- 
cessive bleeding or where certain hemorrhoids 
protrude. As here used, prolapsing hemor- 
rhoids refer to those which come entirely 
outside the anus, but when replaced tend to 
stay. Protruding piles are those that do not 
prolapse completely but tend to “peep out” 
of the anus, where they are held in the grip 
of the sphincter. If replaced they are re- 
tained with difficulty. 

In case of extensive bleeding I treat only 
the bleeders first and the others a few days 
later. One treatment should stop all bleed- 
ing. Prolapsing hemorrhoids respond best to 
injections, seldom requiring more than one 
treatment. The protruding type are more apt 
to give trouble. They do not stay up so well 
after treatment. If they protrude, swelling, 
pain-and sloughing may occur. If the first 
treatment does not entirely obliterate the 
pile, a second may be given at any time, un- 
less the tissues show a reaction from the 
first. If the area is indurated, futher, treat- 
ment should be postponed for ten days or 
two weeks. Injections into dense and indur- 
ated tissue may result in a slough. 

After injection it is my custom to insert 
about three good sized pledgets of absorbent 
cotton covered with a heavy ointment, using 
the Hinckle-James speculum as a carrier. 
This keeps the inflamed hemorrhoids separ- 
ated, has a soothing effect and also serves as 
a lubricant when the time comes for the 
bowels to move. 

I try to keep the bowels from moving for 
at least two days after injection by suggest- 
ing a light diet and by giving an ounce of 
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paregoric, in divided doses, during that time, 
followed with mineral oil. This is important. 
During the time the patient is on light diet, 
one of the concentrated foods, rich in min- 
erals and vitamins, added to the diet will 
help to satisfy and to keep up the strength. 
When a physician is called upon to treat 
any of the minor rectal ailments, such as 
thrombosed external hemorrhoids, fissure, 
etc., in justice to both the physician and pa- 
tient it should be determined whether or not 
hemorrhoids, infected crypts, etc., are pres- 
ent. And if any of them are present the 
condition should be treated at the time. 
Recently I have had several patients who 
have been treated by other physicians with- 
out getting full relief, simply because the 
physician did not discover all the pathologic 
conditions that were present. In one case the 
physician sent the patient to the hospital, 
treated him for fissure, kept him in the hos- 
pital for ten days, and neglected to treat in- 
ternal hemorrhoids. Another patient said he 
received five injections at one of the hospitals 
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and was then told he must go to the operat- 
ing room for a radical operation, as his case 
was one that did not yield to the injection 
treatment. I found it responded very rapidly 
to one treatment. Another said he had re- 
ceived sixteen injections at another hospital 
without getting relief. In this case I could 
not see that any reaction had taken place. 
We found it an ordinary case of internal 
hemorrhoids, which readily cleared up. 

Thoroughness in both examination and 
treatment are essential to success in any case 
of impaired health. At the time I was in 
college, little attention was given to rectal 
diseases. It would seem that, even to this 
day, they are neglected. A better under- 
standing of diseases of the anus and rectum 
is imperative if the physician is to do jus- 
tice to his patients and himself. Much can 
be learned by reading books and periodicals 
dealing with proctologic subjects; but such 
literature, however good, is much less satis- 
factory than actual demonstration. 

700 Main Street, West. 


NOTES AND ABSTRACTS 


Hemorrhoids: Evaluation of Various 
Methods of Treatment* 


‘topnee Sonaag of Kansas City, evaluates the 
various methods of treatment of hemor- 
rhoids as follows: 

Medical treatment is of value, but is limited 
in scope. Suppositories and anesthetic oint- 
ments are of some palliative use for simple 
prolapsing hemorrhoids. Hot, wet applica- 
tions and sedatives are indicated as pre- 
operative treatment in internal hemorrhoids 
which have become prolapsed and throm- 
bosed. More careful examinations will show 
that socalled “acute hemorrhoids” are proc- 
titis or cryptitis, in which medical treatment 
is indicated. 

Fibrosing injections are indicated as a pal- 
liative treatment for internal hemorrhoids 
showing no evidence of active infection, in 
the aged, diabetic, pregnant, bleeders, busy, 
and financially embarrassed patients. 

Carefully-performed surgery is still our 
best treatment for every type of case. 

W. A. H. 
—_——_e 


I surely enjoy and benefit by the monthly 
visits of CirntcaAL MeEpIcINE AND Surcery. I 
look forward to them as a sick patient: does 
to the visits of his doctor who gives him re- 
lief and encouragement.—R. C. D., M_D., Ind. 


*Kansas City S. W. Clin. Soc. Mon. Bull., January, 
1935. 


Relationship between Gastro- 
Intestinal and Female Pelvic 
Disturbances* 
pea and Morrison say that the 
gastro-intestinal disorders incident to female 
pelvic disorders have by no means received 
the attention which their importance war- 
rants. An intimate relationship exists be- 
tween disturbances of the digestive and the 

female generative organs. 

Of 1,500 patients applying for relief of 
gastro-intestinal symptoms, 160 (17%) had 
female pelvic disorders as the sole or under- 
lying cause of the symptoms, and the inci- 
dence of female pelvic disease as the cause 
of gastro-intestinal symptoms was 25 percent. 

The mechanism by which these symptoms 
are made manifest may be explained by a 
disturbance arising in: (1) the nervous sys- 
tem (general reflex causes); (2) the endoc- 
rines; (3) the direct contact caused by pres- 
sure from affected female generative organs 
upon the digestive tract; and (4) as the re- 
sult of infections and metastases secondary 
to disease of the pelvic organs. 

On the other hand, pelvic disturbances may 
likewise occur as the result of gastro-intestinal 
affections. These are by no means so com- 
mon nor as clearly understood, but their im- 
portance warrants their careful consideration. 

W. A. H. 


*A. J. Digest. Dis. and Nutrit., Nov., 1934. 





A LIVING FOR THE DOCTOR 


(The BUSINESS of Medicine) 
* 


Itemized Bills 


EW persons who have charge accounts in 

one or several places keep any accurate 
record of the things which they purchase on 
such accounts, so when the bill comes in at 
the end of the month they are apt to be 
horrified at the magnificent sum-total, unless 
the bill is itemized, giving them a chance to 
check and remember each entry and thus 
satisfying them that the accounting is correct. 

Practically all merchants who deal in 
tangible commodities recognize this almost 
universal psychologic reaction, and the send- 
ing of itemized statements is a routine 
procedure, which obviates many misunder- 
standings and makes for good will and satis- 
faction. 

Unfortunately, this is by no means always 
the case with physicians, who, if they send 
monthly statements at all (and this is too fre- 
quently neglected), are commonly in the habit 
of making them out: “To Professional 
Services Rendered”; sometimes with the nota- 
tion, in small type, “The items covered can 
be checked at the Doctor’s office.” 

When the patient or responsible person re- 
ceives a statement like that, especially if it 
covers several months (as it too often does), 
his first reaction is almost certain to be: 
“That’s a gross overcharge. We never had 
so much service as that. I won’t pay it!” 
Thus the payment is delayed and is frequently 
not made at all until after a distressing waste 
of the doctor’s time and energy in needless 
explanations and arguments. 

If medical men desire and expect to keep 
their financial affairs in reasonably good 
shape, and to have a satisfactory balance at 


the bank, they will do well to adopt certain 
recognized business practices, important 
among which is the regular sending of 
monthly, itemized bills. 

It should go without saying that every 
physician makes an accurate record of all 
services rendered to his patients, at the time 
they are rendered. If not, he should begin 
that practice without a day’s delay. This 
record should show the date (and perhaps 
the hour), the nature of the service, and the 
exact person to whom it was given, as well 
as the amount of the fee for such service. 

At the end of every month, the secretary 
(or the physician himself, if he has none) can 
readily copy these entries on a statement 
blank, in full detail. The recipient of such 
an itemized bill will not have heart failure 
nor get the idea that he is being gouged, 
especially if he receives one every month, 
while the services received are stil] fresh in 
his memory. 

The result of such sound business methods 
will be that a high percentage of patients will 
recognize the reasonableness of the charges 
at once and without any question or argument. 
will pay the bill as promptly as they pay 
their other indebtednesses—which is by no 
means generally the case with bills for med- 
ical services. 

Paste a notice in your hat—or under it— 
to this effect: 

“Send bills to all patients every month, 
and itemize them.” 

Follow these directions consistently, and 
you will be happier, wealthier, and wiser. 

G. B. L. 


o—_——uc 


WE ARE THE GOVERNMENT 


What profiteth us as private citizens to save and exercise economies in 
our own private affairs when the fruits of our economies can be ruthlessly 
torn from under by grasping governmental agencies? 

We should no longer speak of government as “they,” but from now on as 
“we.” Then perhaps we shall come to the sober conclusion that public affairs 
are nothing more or less than private affairs —E. R. Harrman, in The Watch 


Dog, Feb., 1936. 
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NOTES AND ABSTRACTS 


The Value and Price of Medical 
Service* 


AR aroRs any basis for payment of any kind 
of services can be reached, it is highly 
essential that a clear understanding of the 


charges for the items be had by both sides — 


participating in any bargaining. If a man 
offers a certain sum for a certain piece of 
work, that is something. If another man 
offers to do a certain piece of work for a 
certain sum, that is also something. If both 
agree on a compromise whereby this work 
is done to the mutual satisfaction of all con- 
cerned, that .is ideal. But a loud harangue 
about hundreds of millions of dollars worth 
of services voluntarily performed — without 
competition and without remuneration — is 
just nothing. 


There is a wide variation between the in- 
trinsic value of any commodity or service 
and its market value. A man may drive a 
car that does anything a car is intended to 
do, and be heartbroken to find he can get 
but a hundred dollars for it even in a trade- 
in. The services the professions render the 
population of this country gratuitously may 
be worth intrinsically—and doubtless they 
are—far in excess of the fantastic figures 
quoted from time to time; but in the current 
collegiate expression—‘“try and get it.” 

The argument, then, must center about 
the prevailing market value of such services, 
and when that is settled, if we have assured 
ourselves these are distress values and not 
permanent or standard ones, to do our best 
to obtain these, rather than accepting zero 
ones for the justification of quoting ad 
nauseam the extravagant intrinsic values 
that divert us from a sane and business-like 
correction of an unfortunate situation. 

The physician should be paid for his 
services. There is no question about this. 
However, the minute the discussion centers 
about how much, the fireworks begin. The 
same pyrotechnic display will follow the 
evaluation of these services in the exemption 
or remission of taxes. It will continue to 
be one of those reliable entertainments for 
a long while to come, and incidentally to ex- 
pose the profession to adverse criticism. 

Gradation and statement of the fees for 
routine work among those in the social 
brackets designated as charity would aid the 
government, the community and the profes- 
sion in determining just what “charity” costs 


*Weekly Roster and Med. Dig. (Phila.), Nov. 23, 
1935. 


for its medical care. With the correct know- 
ledge of such costs, it is possible a way may 
be found to pay for it. Certainly nothing 
can be made out of it the way it now stands. 
With this problem solved, those in the pro- 
gressively higher brackets may find their 
medical difficulties considerably ameliorated, 
since it is this terrific charity load on the 
doctors that determines their charges to those 
in the paying classes. At that we may be 
all wrong.—EDIToRIAL. 
—— 


The Federal Pure Food and 


Drug Law 
T= Copeland Bill in the United States 

Senate proposes to amend the present Pure 
Food and Drug Law, popularly known as the 
Wiley Law, after Dr. Harvey Wiley, who was 
its greatest sponsor. The Wiley Law pro- 
vides for a commission which analyzes speci- 
mens of foods and drugs, and begins legal 
actions against manufacturers and dealers 
whose wares do not conform to the required 
standard of strength and purity. 

A valuable feature of the Wiley Act is its 
provision that the prosecution of an offender 
is mandatory. The Copeland Bill would permit 
the authorities to refrain from starting a 
prosecution if, in their judgment, the offense 
is of a minor nature. This provision of the 
Bill would not only go far toward nullifying 
its purpose, but would open the way to 
bribery by manufacturers seeking exemptions 
under the law. It is always dangerous to al- 
low an official to be the inspector and the 
judge, as well as the prosecutor. 

The administration and enforcement of the 
Wiley Act has always been difficult from the 
very nature of the conditions with which it 
deals. However, there is a widespread feel- 
ing that the officials have been exercising too 
much of that freedom of choice which the 
Copeland Bill would legalize. The enforce- 
ment of the Law was investigated by a com- 
mittee of one of the County Medical So- 
cieties of New Jersey, and court records, which 
were received from Washington, showed in- 
equalities of enforcement, especially a sever- 
ity of punishment for lesser offenders, and a 
leniency for large manufacturers who could 
command unlimited means of defense. These 
conditions have been brought to the atten- 
tion of the American Medical Association, first 
by a few public-spirited members of The 
Medical Society of New Jersey and later by 
the House of Delegates; but the meager re- 


*Reprint of Editorial from J. Med. Soc. of New 


Jersey, Dec., 1935 
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plies which were received from the Council 
on Pharmacy and Chemistry of the A.M.A. 
and from some of its other officials were un- 
satisfactory to New Jersey physicians. The 
result has been that a considerable degree 
of misunderstanding has arisen between the 
A.M.A. and the New Jersey organization con- 
cerning the endorsement of the Copeland 
Bill. 

The Medical Society of New Jersey is con- 
cerned with past events to a far less degree 
than with what will occur in the future. It 
takes the stand that the permission clause of 
the Copeland Bill is a backward step which 
would nullify the Wiley Law. 

It believes that the leader in the opposition 
to the permissive feature of the Copeland 
Bill should be the American Medical Asso- 
ciation. 

Whatever may have been the misunder- 
standings in the past, the present problem is 
the Copeland Bill. A definite expression of op- 
position to its permissive provision for prose- 
cuting offenders must be issued in the very 
near future in order to secure the elimination 
of this objectionable feature. New Jersey 
wishes to act in harmony with the A.M.A., 
and suggests that a friendly conference of a 
few representatives of the two organizations 
be held for the purpose of securing a concert 
of action by the State and National organi- 
zations. 


—_——o——___"— 


Inflation 


i present situation is menacing. Unless 
the present expenditures of the Federal Gov- 
ernment are stopped, and stopped promptly, 
we are faced with just three alternatives: 
Bankruptcy, repudiation, or printing-press 
money, any one of which will prove disas- 
trous to the people. We have recent exam- 
ples in history of what these things mean. 
There are over 60 million life insurance pol- 
icies outstanding in this country, and there 
are over 44 million savings bank deposits. 

In Germany and Austria, because of cur- 
rency inflation, life insurance policies and 
savings bank deposits became practically 
worthless; and even in France they were re- 
duced in value 80 percent. 

It is the rank and file of the American 
people who have their savings in life insur- 
ance policies and in savings bank accounts, 
and those who are living on salaries, wages 
and small incomes, who will be the first and 
greatest sufferers if this country repudiates, 
becomes bankrupt, or resorts to printing-press 
money.—Cart P. Dennet, in The Watch Dog, 
Feb., 1936. 


—_—_A a 


Look for THE LEISURE HOUR among the 
advertising pages at the back. 
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Socialized Dentistry 


R. ARTHUR C. WHERRY, Past President, 

American Dental Association, who recently 
returned from a study of European dentistry 
under sickness insurance, says: “The people 
(in Europe) are not receiving commensurate 
service given the poor and indigent in this 
country. The whole profession has degen- 
erated; the cheapest kind of material is used; 
there is no attempt to preserve teeth, or to 
teach preventive measures.”—Bul. Kentucky 
Dept. of Health. 


Ochsner: Socialized Medicine 


oe SECURITY. By Edward H. Ochsner, 
B.S., M.D., F.A.C.S., Consulting Surgeon, 
Augustana Hospital, Chicago, Illinois. Chicago: 
Social Security Press. 1936. Price, 50 cents. 

With the avenues of publicity largely under 
the control of a relatively small group of 
people, who use them for disseminating their 
pet varieties of propaganda, it is well that a 
book like this should have a wide circulation 
among the voters (especially the medical 
men) of this country, in order that they may 
see both sides of the controversial question 
of a socialized government. 


Dr. Ochsner is peculiarly well qualified to 
present sound opinions on this subject, be- 
cause he is an observant and thoughtful 
physician of many years’ experience, and has 
been in close personal contact with the work- 
ings of socialized medicine, in countries where 
it is now operative. As a result of these ex- 
periences, he is an earnest and convincing 
propagandist against any such system in this 
country. 


Among the reasons why the Doctor be- 
lieves (and gives grounds for his belief) that 
the socialization of medicine would be dis- 
astrous, are the fact that such a system would 
be controlled by politicians, and that such 
control has always been notoriously corrupt, 
inefficient and costly; that medical service 
under such control deteriorates to a low level 
of common mediocrity; that the sick rate, in- 
stead of being lower, actually rises under 
this plan, and with it the cost of medical 
care and, to a less extent, even the death 
rate; that such a system undermines char- 
acter, encourages parasitism, is undemocratic 
and ethically unsound, etc. 

Dr. Ochsner’s book, “Social Insurance and 
Economic Security,” which sold for $2.50 and 
of which this is a somewhat abbreviated 
version, has required two printings within a 
year. With this third printing the price has 
been reduced 80 percent, so that this infor- 
mation may be available to every physician 
and thoughtful lay voter. It should be read 
and studied by all such before the election 
next autumn. 





THE SEMINAR 


"A MONTHLY POSTGRADUATE COURSE" 


(NOTE: Our readers are cordially invited to submit fully worked up 
problems to the Seminar and to take part in the discussion of any or all 
problems submitted. 

Discussions should reach this office not later than the 5th of the month 
following the appearance of the problem. 

Address all communications intended for this department to The 
Seminar, care CLINICAL MEDICINE AND SURGERY, Waukegan, Ill.) 


Problem No. 2 (Medical) 


Presented by Dr. Frank J. Stewart, 
Stavely, Alberta, Can. 
(See Crrn. Mep. anp Surc., Feb., 1936, p. 97) 
Gr enanghaghaencer yee A woman of 40 years 
has a normal child 15 years old and has 
had several abortions, one of which (12 years 
ago) developed sepsis and she underwent a 
hysterectomy, followed by peritonitis. 

The family history is without significance 
and the only abnormalities revealed by a 
rather complete examination are: Pulse, 104; 
moderate constipation; no menstruation since 
the hysterectomy. 

The patient is intelligent but emotionally 
unstable. She is not interested in social life, 
but works at her household duties with a 
tremendous drive of activity and has emo- 
tional outbusts toward the end of the day, 
after which she sleeps poorly. She complains 
of backache, extreme nervousness, occasional 
melancholia and (lately) weakness and pal- 
pitation. 

Requirement: Outline the management of 
this case, giving reasons. 


Discussion by Dr. Oswald C. J. Withrow, 
Toronto, Can. 

This problem is extremely interesting to one 
who, doing his own surgery, is perhaps 
more concerned with the psychologic and psy- 
chiatric factors in relation to treatment. 

In this case I fear that very little can be 
done about a detailed management, with rea- 
sons, for I submit that it is impossible to make 
a correct diagnosis from the data given, be- 
cause so much information which is required 
has not been supplied. 

We know that: 

1—The woman has one living child and 
has had three miscarriages; 

2.—There have been two major operations; 

3.—The menopause came on when she was 
twenty-eight; 

4—She is not interested in social life; 

5.—She is constantly tired; 


6.—Her complaints are vague; 

7.—She has periods of melancholia; 

8.—There are emotional outbursts; 

9.—There is palpitation and weakness on 
overexertion; 

10.—She is highly intelligent; 

11.—She has a husband. 

But we do not know, and should know: 

1.—The sex of the living child and the par- 
ent’s attitude toward her offspring; 

2.—Whether the miscarriages were induced 
or not; 

3.—If the emotional spells really come with 
the regularity of the menstrual periods, or is 
this only “fancy”; 

4—If she is ultra-religious; 

5.—Whether she lives in a town or on a 
farm; 

“6—What kind of work she does. Is any of 
it out-of-doors? 

7—What the mental condition is that 
drives her and causes emotional outbursts; 
what these outbursts are like; and how fre- 
quent; 

8—If she has any sexual desires; how 
strong they are; and is she satisfied? 

9—The age of her husband and whether 
the two of them are compatable in every way. 

When this information is forthcoming, I be- 
lieve that it will be possible to make a diag- 
nosis between a psychosis and psychoneurosis. 
Then one can outline the management of the 
case minutely, and only then. 

Isn’t there a clue in the statement, “She 
tends to become very melancholy at times 
when she considers her reproductive “de- 
formity”? 


Discussion by Dr. John Clark, 
Independence, Kans. 

This is a suggestive history, and also an 
instructive one. 

It is suggestive because we have no refer- 
ence in the history to the thyroid or any other 
endocrine gland. For this reason the patient’s 
basal metabolism should be tested, preferably 
after two or three days’ rest in bed. It should 
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also be determined what, if any, effect thyroid 
extract, iodine and ovarian extract have on 
her symptoms—backache, tiredness, and emo- 
tional upsets—trying all of these remedies 
separately. 

The case is instructive, because it is a good 
example of shotgun surgery. One wonders 
why the hysterectomy was done at the first 
operation. I have no idea myself, except 
that she must have been very ill and an 
operation seemed the order of the day. Five 
years later she has a laparotomy for back- 
ache. This time a mass of adhesions was 
found; but her backache trails along. All 
this leads me to observe that her backache is 
no trivial matter. At this late date it should 
have as full consideration as her pelvic 
organs have had in the past. She has a 
pathologic condition in the cord, or muscle, 
or bone, or ligament, or nerves somewhere. 
What this condition is I have no means of 
knowing without a fuller history. 


Discussion by Dr. E. C. Junger, 
Soldier, Iowa 

This problem presents all the classical 
symptoms of a neurotic woman, and while the 
causes may be legion, in this case it seems 
clear that the main cause is located in the 
pelvis, as suggested by: 

1—Miscarriages in bygone days, which 
mean pelvic congestions and irritations, trans- 
mitted to the nerve centers in the spinal cord 
and brain. 

2.—Pelvic adhesions following septic pelvic 
peritonitis and drainage, causing more cir- 
culatory disturbances locally, with nerve pain 
and bowel stasis. 

3.—Artificial menopause and _ endocrine 
gland disturbances, upsetting the normal body 
metabolism, with resulting toxemia and more 
nerve irritation. 

The result is an unstable nervous system— 
a high-tension individual, burning up more 
energy than can be stored. The blood sugar 
is burned to a low level, and this deprives 
brain of nourishment, with no end of mental 
disturbances and physical weakness. 

I feel that diathermy or hot water irriga- 
tions of the bowel and vagina, or sitz baths 
to the point of relaxation, will be beneficial. 
A plain, nourishing diet and periods of rest 
and mental diversion will conserve energy. 
A hobby to get her outdoors and with con- 
genial company has value. Iodine to slow 
down the thyroid and a sensible, satisfactory 
sex life should change that patient to a more 
nearly normal woman. 


Discussion by Dr. George B. Lake, 
Waukegan, IIl.* 


The case here presented is interesting and 


*This discussion embodies the substance of a letter 
written to Dr. Stewart immediately after receiving 
the problem. 
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difficult, but not particularly uncommon. 
The trouble is, fairly obviously, a more or 
less complex endocrinopathy, and the proper 
handling of such patients often calls for a 
good deal of experimenting with various 
products, before one discovers which one or 
ones will do the work best. 

It has now been proved, by the experience 
of thousands of successful clinicians, that 
properly prepared endocrine extracts and 
concentrations, when given by mouth in 
suitable cases, are highly effective; but much 
thought must be given to all the various 
factors in such cases, if success is to be 
attained. 

This patient, having apparently been com- 
pletely unsexed, will require ovarian sub- 
stitution therapy for the rest of her life, not 
as medicine, but as a highly specialized part 
of her diet. This should be explained to her, 
so that she will not feel that she is being 
“dosed” indefinitely. There are several re- 
liable products for this purpose. 

At the beginning of treatment, until the 
oral medication (which acts rather slowly) 
has time to exert its full effect, it may be 
well to supplement it by intramuscular in- 
jections of one or another of the potent sex 
hormone preparations which are available. If 
the patient cannot come to the office two or 
three times a week, for injections of watery 
solutions, one can now obtain oil solutions, 
in which the hormones can be given in large 
doses once in ten days or two weeks, with 
good effect. 

It is probable that this patient will also 
require some accessory endocrine medication 
(general, with tablets made from mixed 
glandular extracts, or specific, with pituitary, 
adrenal, thyroid or other products), but these 
matters must be worked out carefully, by 
study and experimentation. 

It is also possible that this woman may 
require some sound advice regarding her 
habits and mode of life, and some help in 
regulating the conditions of her environment. 
There appears to be a tenseness in her con- 
dition which may call for psychotherapy and 
for instruction in progressive relaxation. 


Problem No. 4 (Medical) 


Presented by Dr. W. E. McKinley, 
Jewell, Kans. 


ISS D. B. is 20 years old. Her grand- 

father had cancer and her mother has 
diabetes. There is no other significant family 
history. 

So far as she knows, she has been well 
until, about two years ago, after a period of 
hard work, she developed an attack of con- 
stant headache which lasted a week; then the 
pain came only a part of every day. For the 
past year she has had attacks, lasting about 
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three hours, about twice a week, often be- 
ginning on arising, with an occasional short, 
sharp pain between times. This pain is not 
relieved by ordinary analgesics. The pain is 
in the entire right side of the head (very 
rarely on the left) and is somewhat relieved 
by lying down. There is no nausea, belch- 
ing, vomiting or jaundice, but she is occasion- 
ally dizzy; no blurring of vision, diplopia nor 
staggering. Her hearing is good and there is 
no tinnitus. Her appetite is good—she can 
eat anything—but she has lost a little weight 
and is “tired all the time,” nervous and easily 
upset, and sleeps well only with a sedative. 
She was formerly constipated, but her stools 
are now normal in frequency and character. 
There is much intestinal flatus, occasional 
“canker sores” in the mouth and frequent 
sore throat. She has much backache, low on 
the left side and worse after exercise, and 
an occasional chill followed by sweating. 

She began to menstruate at 11 years, but 
the periods have always been irregular until 
quite lately—2- to 20-week intervals, 4 days’ 
duration—with some cramping, especially at 
the beginning, and a scanty flow; no leukor- 
rhea. 

A careful and complete physical examin- 
ation revealed only the following abnormal- 
ities: For the past two months she has had 
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irregular fever, her temperature varying be- 
tween 96.0° and 100.2°F.; blood pressure 
142/76 to 158/84; rapid pulse (110); a faint 
trace of albumin in the urine; slight tender- 
ness over the cecum (she has had an appen- 
dectomy); uterus sharply anteverted, small 
and undeveloped, with a conical cervix. An 
ophthalmologist reports the eyes normal. 
There is a heavy deposit of fat between the 
waist and knees. The nasal sinuses are normal. 

Laboratory examination: Blood: Hemo- 
globin, 80 percent; red cells, 4,450,000; leuko- 
cytes, 5,300; Wasserman, Kahn and B. Abortus 
agglutination tests, negative. Blood chemistry: 
Non-protein nitrogen, 23.2; uric acid, 3.2; 
sugar, 95.2; chlorides 5.0 (?) mg. per 100 cc. 
Sugar tolerance test: Fasting, 100; after %2 
hour, 114 mg.; after 1 hour, 80.6 mg.; after 2 
hours, 66.6; after 3 hours, 71.4 mg. per 100 cc. 
Basal metabolism, two tests, plus 18.5 and 
plus 11 percent. A stereo-roentgenogram of 
the head shows: “The posterior clinoid pro- 
cesses come well forward, so that the superior 
opening of the sella turcica is very narrow, 
with some calcification of the superior liga- 
ment across the top of the sella; and within 
the sella is a smal] area of increased density.” 

Requirement: Suggest diagnosis and treat- 
ment, giving reasons. 


PROPAGANDA 

What is propaganda? Propaganda is the act of implanting suggestions 
in the minds of the people in order to cause them to formulate beliefs upon 
which they are certain later to act, and which beliefs are to further the ob- 
jects and aims of those presenting the propaganda. 

No matter where you live, you know of organized minorities that are 
seeking to attain some specific aim. You may, or may not, be in harmony 
with their purpose. It may be some character of local, state or federal legis- 
lation which seems all right to you because those propagandizing for it 
present it in bright colors and, if there is any cost attached which will 
ultimately fall upon the taxpayers, this is minimized. 

But not only has great harm resulted and the American pocketbook been 
crushed because of the operation of organized minorities using clever propa- 
ganda, but there are many minorities that attack this or that business, in- 
dustry, group, section or interest, making wild and extravagant charges 
against them because, in so doing, they hope in some manner to personally 
benefit or to vent their individual spites and prejudices. They should be 
watched just as closely as those engaged in putting over something that 
makes a direct assessment on the people, because they make an indirect 
assessment.—COMMITTEE ON AMERICAN EDUCATION. 


THE UNIVERSAL MAN 
The universalist puts up with difference of opinion, by reason of his 
own very difference; because his difference is a right claimed by him in 
the spirit of universal allowance, and not a privilege arrogated by conceit. 
He loves poetry and prose, fiction and matter of fact, seriousness and mirth, 
because he is a thorough human being and contains portions of all the 
faculties to which they appeal_—Lricu Hunt. 


——- 
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Stimulation of Bile-Secreting Mechanism 
with Bile Salts 


(Case Reports) 


[N order to test for yourself the validity of the 

claims that bile salts will actually stimu- 
late the bile-secreting mechanism, I chose two 
of my patients who seemed to require such 
stimulation and placed them under careful 
observation, under hospital conditions. Re- 
ports of these studies follow.* 

Reports 

Case No. 1:—Mrs. A. H., age 37, slightly 
obese, was admitted to the hospital on Feb- 
ruary 8, 1935. Her family history was with- 
out significance. She has had back pain un- 
der her right shoulder for two years, with 
attacks of epigastric pain, usually two to six 
hours following the ingestion of a heavy 
meal. Nausea and vomiting have occurred 
during these attacks and they frequently 
occur at night. The attacks occuf every two 
or three weeks. Her bowels move regularly 
without catharsis, except during attacks, when 
there is obstipation, which requires enemas 
for relief. She complains of fullness and dis- 
tention almost daily, and is tender over the 
epigastrium and gallbladder region. 

Her Wassermann reaction is negative; blood 
and urine findings are normal; the van den 
Bergh test shows 3 mg. per 1,000 cc. of serum. 
Tetraiodophenolphthalein was administered 
orally and an x-ray series revealed a gall- 
bladder of normal size and contour. No stone 
shadows were visible and the gallbladder 
visualized well, but did not completely empty, 
following the fat meal. 

Duodenal drainage, on February 9, pro- 
duced 55 cc. of bile in two hours. On Feb- 
ruary 10, 40 cc. wére obtained. The patient 
was discharged for two days and returned to 
the hospital on February 12. She was given 
two bile-salts (Taurocol) tablets after each 
meal, and on February 13, 90 cc. of bile was 
obtained by duodenal drainage during the 
two-hour period. On February 14, 110 cc. 
was obtained. Due to diarrhea, the Taurocol 
tablets were reduced to one after meals; 110 
cc. of bile was again obtained on February 15. 

She has had no pain since February 12, the 


*The material for making these tests was_ kindly 
furnished by the Paul Plessner Co., Detroit, Mich 
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epigastric fullness has been relieved, and she 
follows her regular diet. She has had six to 
eight stools daily since February 12 and her 
weight has decreased seven pounds. Her 
van den Bergh test, being normal, was not re- 
peated, and she was discharged. 

A subsequent report from this patient on 
November 6, 1935, stated that she was follow- 
ing her regular occupation, felt well and had 
had only one attack since March. She takes 
Taurocol tablets once or twice a week. 

Case No. 2:—Mrs. H. D., age 28, of slender 
build, was selected for this test because of 
her recent history of jaundice and a non- 
concentrating gallbladder, as demonstrated 
by the oral dye method- She had recovered 
from her biliary-duct obstruction when ad- 
mitted, and another x-ray study revealed a 
functioning gallbladder. 

At the beginning of this study she had been 
jaundiced for ten days; passed clay-colored 
stools for 12 days; and complained of nausea, 
anorexia, general pruritus and malaise (but 
no pain) for a week. She had been consti- 
pated for six months (about three stools a 
week) and had used enemas or milk of mag- 
nesia for relief: 

By duodenal drainage, 35 and 30 cc. of bile 
were obtained on the first day of admission 
to the hospital. Bilesalts (Taurocol) tablets 
were given, one after meals and at bedtime. 
Aspirations on succeeding days secured 40 
and 30 cc. on the first day; 42 and 28 cc. on 
the second; 65 and 45 cc. on the third; and 
40 and 54 cc. on the fourth. Five days later 
and after discontinuing Taurocol, the patient 
returned, and 40 cc. of bile was obtained in 
an hour. She had three to five stools daily 
while taking Taurocol and one or two daily 
since discontinuing it. 

Subsequent reports by this patient indicate 
that she has largely overcome the constipa- 
tion, and Taurocol is required only at infre- 
quent intervals. She is now pregnant and 
additional data will be obtained. 


Comments 


These two cases, both of whom have had 
pathologic biliary disturbances, were chosen 





196 NOTES AND 


for the purpose of testing the cholagogue 
effects of bile salts, and in both I feel there 
has been definite evidence of the effectiveness 
of this preparation. I realize that two cases 
are not sufficient to establish, conclusively, 
the action of bile salts, but they are an addi- 
tion to the already large number of cases re- 
ported. 


Joun E. Freecanp, M.D. 
Waukegan, Iil. 


Urine Concentration Test* 
At 6 P.M. on the evening before the urine 
concentration test the patient takes a 
meal which should not contain more than 
200 cc. of fluid, but should have a high protein 
content. No fluid or food is to be taken 
thereafter until test period is over. 

All urine voided is to be discarded until 
8 a.m. next morning, at which time the first 
specimen is collected, the second specimen at 
9 am., and the third specimen at 10 a.m. 
Each of the three specimens is to be kept in 
separate bottles and the specific gravity of 
each taken. 

Normally the specific gravity of at least 
one specimen will exceed 1.025; renal damage 
is shown when specific gravity is below that; 
a specific gravity below 1.020 shows consid- 
erable damage. 

This test is one of the most delicate tests 
for renal function and shows renal impair- 
ment, even in its compensated stage. 

A. E. Ourensis, M.D. 

Philadelphia, Pa. 


The Right to Die 


a s articles have appeared recently 
in the daily papers pertaining to the very 
interesting subject of euthanasia or painless 
death—the right of individuals suffering from 
socalled incurable diseases to be painlessly 
put “out of their misery.” Distinguished sur- 
geons of England, like Lord Moynihan, and 
many well-known and highly reputable phy- 
sicians of that country, including Sir James 
Purves-Stewart, Sir Leonard Hill, director of 
research of the Institute of Physical Medi- 
cine, Professor Julian Huxley, and others, 
have given their approval to the idea. 
Here is a problem that probably will be 
controversial as long as the human race lasts. 
Most of us are more concerned with the right 
to live. The normal instinct is to shrink from 
death, and only under profound mental 
strain or the agony of intense physical suf- 
fering does the individual seek relief in 
death. The moral question involved is a mat- 
ter for the individual conscience alone to 
settle. The religious aspect also is a prob- 
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lem for the individual and the various re 
ligious denominations to decide. The moral 
command, “Thou shalt not kill,” however, 
stands as a rock of Gibraltar, an almost in- 
superable obstruction to the act. 

The legal side of euthanasia is quite an- 
other matter. The law does not recognize the 
right to die, and it will be an exceedingly 
difficult thing to draft a law which will safe- 
ly and conclusively solve the question. As 
we all know, suicide, under the common law 
is a felony, and even the suggestion of sui- 
cide by another is regarded in law as mur- 
der. An unsuccessful attempt at suicide is 
a crime in many of our states. Therefore, 
legally, euthanasia must at present be re 
garded as criminal. 

A horse with a fractured leg, or a dog 
or other animal seriously injured, is killed 
as an act of mercy. The “mercy slaying” of 
an individual obviously is a much more ser- 
ious consideration. An immense amount of 
popular sympathy is extended to the mother 
or child who mercifully ends the suffering 
of the other, as well as an equally large wave 
of repugnance at such a performance. Some- 
thing stands in the way—call it conscience 
if you will. 

The two outstanding features of the prob- 
lem are, first, the individual right to dée or 
to have his life terminated by another; and, 
second, the legal authorization of anyone to 
perform the act. One of the foremost char- 
acteristics .of our modern civilization is the 
preservation of individual liberty so long as 
that liberty does not in any way infringe up- 
on the rights or liberties of others. We all 
deeply resent any imposition upon our in- 
dividual liberty. The personal willingness to 
surrender life in order to end unbearable 
suffering surely does not interfere in any 
way with the rights or liberty of others. 
In this light, then, it does seem like an act 
of tyranny to deny to such an individual 
the right to end his suffering if he so de 
sires; it seems like the imposition of the will 
of non-suffering individuals upon the suffer- 
ing one. 

In this connection it is imperative to con- 
sider the question of professional medical 
ethics. The oath of Hippocrates, which is the 
foundation of all medical’ activities, distinctly 
states, “I will give no deadly medicine to 
anyone if asked, nor suggest any such coun- 
sel.” All medical men hypothetically take 
this oath upon graduation. No exception is 
made. How, then, in the light of this positive 
interdiction, is it possible for a doctor delib- 
erately to terminate life, even in the name 
of mercy and humane sentiment, and remain 
ethical? He would undoubtedly be subject to 
the condemnation of the ethical portion of 
the profession. 
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Then again the question arises as to the 
infallibility of a diagnosis. We all know that 
many pathologic conditions, and even serious 
conditions, are improperly diagnosed. Osler, 
in one of his writings on the findings of the 
autopsy table, said that more than a third 
of the ante-mortem diagnoses were found to 
be incorrect. Even expert consultants often 
differ as to the condition which is present 
in a given case and as to the probable out- 
come. Many seemingly hopeless or incurable 
cases, given up to die, have recovered, mi- 
raculous as this may seem. Who, then, is to 
decide that any case, desperate as it may 
appear, is actually incurable? There have 
even been reported cases of true cancer 
which have spontaneously recovered. Medi- 
cal science is progressive, and what is in- 
curable today may be curable tomorrow. 

There is another phase of the question 
which must be faced. The right to die does 
not imply the right to kill. Any law may 
be passed legalizing the taking of life to 
end suffering, but such a law cannot be bind- 
ing upon any individual. Not even the Presi- 
dent of the United States nor the Chief Jus- 
tice of the Supreme Court and his able col- 
leagues can authorize and compel a man to 
take the life of another. The role of execu- 
tioner can be, and will be, refused by men 
who are conscientious in the performance 
of their professional duties. 

It is unfortunate that the eyes of the suf- 
ferers and their families and friends turn 
involuntarily to the medical men to carry 
out the sentence. None others, they feel, 
are capable, by professional training, to do 
the deed. But if such a death law were en- 
acted and generally accepted by the profes- 
sion, how long would the general public con- 
tinue to have implicit faith in the doctors? 
Inevitably the fear would arise and become 
prevalent that the doctor, at any time he 
might see fit, would end a life which even 
many of the sufferers tenaciously cling to. 
This fear would persist even if the act had 
been authorized after consultation with a 
board of efficient physicians. Much better, 
we think it would be, should the act of kill- 
ing be carried out by the State, even as any 
other official execution is done. 

An additional feature that must be borne 
in mind is the possibility of abuse. Lord 
Moynihan, in order to avoid this nefarious 
possibility, has suggested that the legislation 
provide that the candidate sign a doubly at- 
tested application and obtain medical certi- 
fication of his incurable disease from two 
doctors. A euthanasia referee would then 
grant or deny the permit. If granted, it would 
be effective only after seven days, to per- 
mit the appeals of friends and relatives in 
court. The fear was expressed by one of the 
British Medical Association members that 
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the legalization might eventually make the 
voluntary death for incurables compulsory. 
It may be clearly seen also that the mercy 
slaying of incurables would sooner or later 
be extended to those individuals whose lives 
from the very beginning are useless to so- 
ciety, such as morons, the insane, and chron- 
ic epileptics, supplanting the operation of 
sterilization for such individuals. Advocates 
of this extension urge that it would be only 
another forward step in civilization. 

As we have noted, euthanasia is a serious 
question still in the nebulous or twilight zone. 
It is probable that it will be a long time 
before a positive solution is reached, if that 
will ever be possible. 

W. A. Newman Dortanp, M_D., F.A.CS. 

Chicago, II. 


Pitressin Test in Epilepsy 
y= pitressin test in epilepsy is based on 
the premise that fluid retention, in the body 
of an epileptic, produces seizures. 

The practical application of the test is as 
follows: 300 cc. of water are given every two 
hours, and an injection of pitressin every 
four hours, until a positive water balance is 
established. The body weight is the best in- 
dication of this. The dose is 0.2, 0.3, 0.4 cc. 
and thereafter 0.5 cc. doses until a seizure 
occurs (about 8 or 10 doses). If a seizure 
occurs, no nourishment of fluids are to be 
given except 1 cc. of cream per pound of 
body weight every four hours. This seems 
to be the most effective way of eliminating 
further seizures. 

In 40 cases the author found the test re 
liable. Some children react with nausea, 
headache, vomiting or abdominal pain, and 
such symptoms necessitate a discontinuance 
of the test. The test is unnecessary in indi- 
viduals whose attacks the physician has been 
able to observe and which are unquestionably 
epileptic in character. But in the large num- 
ber of cases where the type of “spell” is 
indeterminate, the test proves a valuable aid 
to diagnosis—Dr. A. W. Jacossen, in N. Y. 
State M. J., June, 1934. 


New Attachment for Hypodermic 
Syringe 
| HAVE invented a new clip which, when at- 
tached to a hypodermic syringe, will obviate 
some of the minor unpleasantnesses connected 
with the use of that instrument. 

In addition to the usual braking device 
which holds the plunger firmly (marked 15 
in the accompanying picture, which is a re- 
production of the drawings filed with the 
Patent Office), there is a retarding spring 
(marked 17 in the cut) which will slow up the 
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descent of the plunger as it nears the bottom 
of the barrel. The objects of this retardation 
are: 


May 21, 1935. 2,002,024 


INVENTOR, 
Frank L.Wood. 


sy ny 
Parvo Sem 


ATTORNEY. 


1.—Prevents the plunger from knocking the 
bottom out of the barrel while carrying it in 
the pocket or bag and in handling—a frequent 
cause of breakage. 

2.—In administering caustic medicines in- 
travenously, it automatically draws back into 
the syringe a little blood, obviating the danger 
of leakage of a drop or two of medicine out- 
side of the vein. 

3.—To manufacturers or shippers, it obvi- 
ates the necessity of placing a piece of cork 
in the barrel to prevent breakage during ship- 
ment. 

F. L. Woop, M.D. 
Lynden, Wash. 
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Look for FACTS AND COMMENTS among 
the advertising pages at the back. 


I value Cuirnicat Mepicine AND SURGERY 
most highly among my medical journals.— 
L. M. M., M.D., New York. 
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The Treatment of Angina Pectoris* 
- attack of angina pectoris occurs when- 

ever the metabolic needs of the heart 
muscle are increased out of proportion to the 
blood supply available at the moment. Such 
attacks may be brought on by exertion, in- 
digestion and emotional upsets; attacks may 
also occur in patients with pernicious ane- 
mia, due to an insufficient supply of oxygen 
for the heart muscle, or in patients with dia- 
betes following temporary hypoglycemia after 
insulin; in some patients the attacks can only 
be ascribed to an over-labile autonomic nerv- 
ous system. 

A great deal of the patient’s future depends 
on what the physician says. The physician 
should try to gain a common ground of un- 
derstanding with the patient, to encourage 
him, and at the same time evaluate the fac- 
tors which predispose to the attack and di- 
rect the patient as to how the attacks can 
best be avoided. 

The attacks themselves are best relieved by 
amyl nitrite or nitroglycerin. Between at- 
tacks, most cases can be materially helped 
by medication with the purine-base diuretics 
(theobromine and theophylline salts). In or- 
der not to discourage the patient with un- 
toward effects, treatment is started with 
theobromine-calcium salicylate (Theocalcin), 
which only very rarely causes distress. It 
is assumed that tolerance to its purines is ac- 
quired and Theocalcin medication is alter- 
nated with the theophylline ethylenediamine 
or theophylline-calcium salicylate (Phyl- 
licin), which is quite as effective clinically. 
Theocalcin is given in 714-grain tablets, 1 or 
2 at a time, and Phyllicin in 4-grain tablets. 
All the purine salts are best taken during 
the meal. Rest from medication may be al- 
lowed for a few days each week. 

Some patients have received treatment 
with the purine salts, especially those 
above mentioned, for as long as 11 years, 
without having to discontinue medication on 
account of intolerance. Phenobarbital, when 
necessary, is used separately, so that the dos- 
age can be properly varied; a sedative effect 
without drowsiness is the aim. In general, 
digitalis is best not used, except where there 
are definite indications, since it may precip- 
itate an attack, as it reduces coronary flow. 

As far as surgical methods for the preven- 
tion and treatment of anginal pain are con- 
cerned, they are not to be used indiscrim- 
inately and cases must be chosen with great 
care. 


N. C. Grupert, M.D. 


Chicago, IIl. 


** Medical Clinics of North America,” January, 1936. 
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Precordial Pain 


(( CROMARY thrombosis usually causes in- 
tense pain. In position and character it 
is exactly like the pain of angina pectoris, 
but differs from it in being of much longer 
duration—usually quite a few hours, instead 
of a very few minutes. Like angina pectoris, 
the pain of coronary thrombosis is rarely 
precordial alone; it is much more centrally 
located in the anterior chest wall. 

Pain caused by pressure on surrounding 
structures by aortic aneurisms is apt to be 
constant and wearing. 

Precordial pain, not associated with definite 
heart disease and not necessarily substernal, 
has no definite etiology and may arise in con- 
nection with a number of factors—pressure 
from a food-filled stomach, indigestion, etc.— 
Dr. P. D. Wurrte, in New England J. M., June, 
1932. 

—_—_—_—___—_ oo" 


Gastric Ulcer 


oO 10 percent of abdominal pains are 
due to gastric and duodenal ulcer. In 
ulcer cases the appetite is good, while in gall- 
bladder disease it is poor. The pain of duo- 
denal ulcer comes on before meals, rather 
than after—Dr, Witi1am D. Haccarp. 


Trigeminal Neuralgia 

* trigeminal neuralgia, there is frequently a 
background of organic disease of the vascu- 
lar or nervous system or both—Dr. CHARLES 
H. Frazier, Univ. of Penna., Philadelphia, Pa. 

—_——_——_e-——-——-—"—_——" 

Trichiniasis 
yw a patient has a slight fever for 
weeks, with vague aches and pains and 
eosinophilia, he should be tested for trichin- 
iasis, by injecting 0.1 cc. of a 1:10,000 dilution 
of Trichinella antigen, intradermally, on the 
flexor surface of the forearm. The test is read 
like other skin tests. A precipitin test may 
also be made.—Drs. W. W. Spink anp D. L. 
Avecusting, in J. A. M. A., May 18, 1935. 
a 


Brominol in Biliary Studies 
yeas studies of the biliary tract by con- 
trast methods are best made with Bro- 
minol, which is as effective as Lipiodol, 
and considerably cheaper—Dr. WaAtrMAN 

Watters, Mayo Clinic, Rochester, Minn. 


Fractures of the Pelvis 


Emcee of the pelvis are major surgical 
problems and patients suffering from them 
should be hospitalized. 

The treatment begins with the first aid 
rendered, and early recognition by the physi- 
cian and surgeon is most essential. 

A sufficient period of immobilization at 
total rest, with early physical therapy treat- 
ment, will prevent or reduce permanent dis- 
abilities. 

Complications should be regarded as em- 
ergencies, and an experienced surgeon should 
assume their personal care.—Drs. G. C. WEIL, 
J. P. Henry anp H. W. Russrince, of Pitts- 
burgh, in Penna. M. J., Sept., 1935. 

——__ —-@e ee =_ 


Prognosis in Head Injuries 
T™ most important signs of serious injury 
to the brain are: unconsciousness, incon- 
tinence, irregularity of respiration and per- 
sistent fever—Dr. ArtHur A. ZIEBOLD, in 
Journ-Lancet, Mar. 15, 1935. 
ae eee 


Patch Tests in the Determination of 
Arsphenamine Sensitization 
lye a patient who is known to be arsphena- 
mine-sensitive, a positive patch test with 
neoarsphenamine is confirmatory evidence of 
persistance of sensitization. Nevertheless, the 
patch test is of no practical value for the 
demonstration of arsphenamine sensitization, 
since it is sometimes positive in normal indi- 
viduals and often negative in those known 
to be arsphenamine sensitive. 

The continuance or interruption of ar- 
sphenamine therapy, in a patient who has 
suffered from postarsphenamine dermatitis, 
cannot be predicated on the results of a patch 
test—Harry M. Rosinson, M.D., in South. 
M. J., Oct., 1934. 

selina 
Studies of the Stomach 


TUDIES of the stomach should be made 

from one to two hours after eating, being 
sure that the patient has not taken food to 
which he is sensitive. The stomach is at its 
functional best in September and October. 
Food begins to leave the stomach within five 
minutes after eating. Emotions, such as 
worry, etc., have profound effects on gastric 
motility and secretion—Dr. T. Wincate Topp, 
Western Reserve Univ., Cleveland, O. 
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NEW BOOKS 


Any book reviewed in these columns will be procured for our 
readers if the order, addressed to CLINICAL MEDICINE AND 
SURGERY, Medical & Dental Arts Bldg., Waukegan, Ill., is accom- 
panied by a check for the published price of the book. 


A taste for books is the pleasure and 
glory of my life—GrepBon. 


United States Pharmacopeia, XI 


HE PHARMACOPEIA OF THE UNITED 

STATES OF AMERICA. Eleventh Decen- 
nial Revision. (U.S. P. XI). By Authority of 
the United States Pharmacopeial Convention 
held at Washington, D. C., May 13 and 14, 
1930. Prepared by the Committee of Revision 
and Published by the Board of Trustees. 
Official from June 1, 1936. Easton, Pa.: Mack 
Printing Company. Price, Buckram $5.00; 
Flexible Leather $6.00. 

A preliminary announcement of this im- 
portant work was made in the January, 1936, 
issue of this Magazine, on page 3, and those 
interested are advised to refer to it. 

The “Pharmacopeia,” as the official presen- 
tation of the non-patented drugs available 
for the treatment of disease, with a full de- 
scription of the chemical and biologic methods 
for determining their strength and purity, de- 
serves a place in every medical library, and 
the price is such that it should achieve wide 
distribution in the medical and allied profes- 
sions 

Many students will be somewhat astonished 
to find that a number of drugs whose value 
they have repeatedly proved in practice are 
omitted, but it should be remembered that 
no proprietary remedy can be included under 
the rules of the committee and that, in order 
to cover the entire field, one needs also the 
“National Formulary” and Gutman’s “Modern 
Drug Encyclopedia.” As it is, at least one 
drug required in the treatment of practically 
every disease state has been included. 


Wakeley: Modern Treatment 


ODERN TREATMENT IN GENERAL 
PRACTICE. Volume II. Edited by Cecil 
P. G. Wakeley, D.Sc., F.R.C.S., F.R.S-E., Fel- 
low of King’s College, London, Editor of 
The Medical Préss and Circular. Baltimore: 
William Wood and Company. 1935. Price, 
$4.00 
A year or so ago the publishers of this 
volume, in response to popular demand, re- 
printed, in book form, a collection of the 
highly practical clinical articles which had 
recently appeared in The Medical Press and 
Circular (London). 
The same demand has led to the publica- 
tion of a second volume of these articles, 
embracing: Modern Treatment of Gastric 


and Duodenal Ulcer, by Sir William Wilcox, 
Consulting Physician, St. Mary’s Hospital, 
London; Facial Injuries Due to Road Acci- 
dents, and Their Repair, by Sir Harold Gillies, 
F.R.C.S., Plastic Surgeon, St. Bartholomew’s 
Hospital; Treatment of Disorders of Diges- 
tion, by C. E. Lakin, M_D., F.R.C.P., F.R.CS., 
Physician, Middlesex Hospital; Trigeminal 
Neuralgia by Cecil P. G. Wakeley, F.R.CS., 
Senior Surgeon, King’s College Hospital; The 
Modern Treatment of Asthma, by L. S. T. 
Burrell, M.D., Physician, Brompton Hospital 
for Consumption and Diseases of the Chest; 
The Value of Physical Medicine in General 
Practice, by Sir Robert Stanton Woods, M.D., 
Department of Physical Medicine, London 
Hospital; The Treatment of Thyrotoxicosis, by 
Cecil A. Joll, M.S., F.R.C.S., Senior Surgeon, 
Royal Free Hospital; and a number of others. 
Our British confreres seem to have a 
peculiarly happy faculty of presenting clinical 
procedures in a straightforward and helpful 
manner, and it is not too much to say that 
any physician who will study this book seri- 
ously will be a decidedly better and more 
successful doctor for having done so. 


e 


Hayes: Diseases of the Mouth 


LINICAL DIAGNOSIS OF DISEASES OF 

THE MOUTH. A Guide for Students and 
Practitioners of Dentistry and Medicine. By 
Louis V. Hayes, A.B., D.D.S., Associate Profes- 
sor of Oral Surgery and Lecturer on Diseases 
of the Mouth, New York University College 
of Dentistry; Associate Visiting Dental Sur- 
geon, Bellevue Hospital; Former Associate 
Editor, Archives of Physical Therapy; Asso- 
ciate Fellow, American Medical Association; 
Member American Dental Association; Lt. 
Comdr. U. S. Naval Reserve. With 12 Colored 
Plates and 353 Black*and White Illustrations. 
Brooklyn, New York: Dental Items of In- 
terest Publishing Company, Inc.; Gt. Britain: 
Henry Kimpton’s Medical Publishing House. 
1935. Price, $7.50. 

While diseases of the mouth may be con- 
sidered as the special province of the dentist 
and oral surgeon, that section of the human 
anatomy is still a part of the body, and many 
general diseases show their first symptoms in 
the mouth. For these reasons, no physician 
can afford to be ignorant of the diagnosis of 
this group of structures. 

In this beautifully made and elaborately 
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and profusely illustrated volume, the author 
has set forth, in a simple, direct and pleasing 
manner, all that the average physician or 
dentist needs to know regarding the diagnosis 
of local diseases of the mouth and all the 
other diseases which present symptoms in that 
cavity. The chapters on Tongue Lesions, 
Cheek Lesions, and Oral Manifestations of 
Syphilis, with their splendid illustrations, 
will, alone, be worth many times the price 
of the book to any practicing physician—and 
there is much more material that he can 
profitably use. Every dentist who studies this 
book will be a better dentist for knowing the 
general systemic connections of lesions ap- 
pearing in the mouth. 

The bibliography is, we believe, the most 
extensive one ever embodied in a dental text- 
book, occupying more than 75 pages. The in- 
dex is ample; the paper, typography and 
binding are beyond criticism. 

This work will be a useful and valuable 
addition to the library of every clinical prac- 
titioner of both medicine and dentistry, as 
—* every student in these closely allied 

elds. 


o—__——_- 


Greenbie: Arts of Leisure 


THE ARTS OF LEISURE. By Marjorie Bars- 

tow Greenbie. New York and London: 
Whittlesey House, McGraw-Hill Book Co., 
Inc. 1935. Price, $2.50. 

If this mechanical age has any good and 
useful purpose (and we must believe that it 
has, since it appears to be a part of the divine 
plan called evolution), it must be to furnish 
more people with more leisure. But if those 
who have leisure use it unwisely, they may 
well be in a worse predicament than when 
they constantly had their noses on the grind- 
stone. 

The worthy employment of leisure consti- 
tutes the art of beautiful and satisfactory liv- 
ing, and like other arts (or even more so, be- 
cause it is a synthesis of many arts), it has 
technics which must be learned, by diligent 
study and practice, if it is to be exercised 
adequately. 

With this idea in mind, Mrs. Greenbie has 
sketched, in this delightful and highly prac- 
tical volume, the outlines of the various arts 
(with some of their technics), several or all 
of which make up the glorious and exciting 
art of leisure. Among these are “The Noble 
Art of Loafing”; “The Lively Art of Going 
Places”; “The Preposterous Art of Self-In- 
dulgence”; “The Fine Art of Manners”; “The 
Delicate Art of Courtship”; “The Delectable 
Art of Reading”; “The Dubious Art of Doing 
Good”; and a number of others, equally in- 
triguing. 

The author’s style is simple, direct, always 
pleasing and frequently decidedly clever. On 
almost every page there is a sentence worth 
remembering, such as: “No talk is interest- 
ing till it gets a little dangerous”; “A man 
who is mannerly is better company even for 
himself”; “Getting to and from the golf course 
or the concert or the library gnaws half the 
cheese of good life from you as by some 
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monstrous rodent”; “When you have brought 
order and harmony into your outer motions 
and your inner impulses, you are an educated 
man.” 

No one whose life aspirations rise above 
three square meals a day and a place to sleep 
can afford to deny himself the joy and the 
genuine help which will come from reading 
and studying this thoroughly enjoyable hand- 
book on why and how to be a real human 
being. 

—_———_@-- ——$$$___—___—_ 


Haggard: Talks on Surgery 


Gas. QUEEN OF THE ARTS and 
Other Papers and Addresses. By William 
D. Haggard, M.D., F.A.C.S., D.C.L., Nashville, 
Tenn., Professor of Clinical Surgery, Vander- 
bilt University School of Medicine; Surgeon 
to Vanderbilt Hospital and St. Thomas Hos- 
pital; President, Southeastern Surgical Con- 
gress; etc. Illustrated. Philadelphia and Lon- 
don: W. B. Saunders Company. 1935. Price, 
$5.50. 

The title of this book gives little idea of its 
contents, for it is a collection of the occasional 
addresses of its netionally-known and dis- 
tinguished author, along with reports of wet 
and dry clinics which he has conducted at 
various times and in various places, all writ- 
ten in his direct, forcible and pleasing style. 
It should provide worthwhile entertainment 
and instruction for most physicians, especially 
those interested in surgery. The clinical pre- 
sentations are accompanied by several helpful 
illustrations. 


ay 


Stimson: Contagious Diseases 


MANUAL OF THE COMMON CON- 
TAGIOUS DISEASES. By Philip Moen 
Stimson, A.B., M.D., Assistant Professor of 
Clinical Pediatrics, Cornell University Medical 
College; Visiting Physician, Willard Parker 
Hospital; Chief of Staff, The Floating Hospital 


of St. John’s Guild; Associate Attending 
Pediatrician, the New York Hospital, ete. 
Second Edition, Thoroughly Revised. Illus- 
trated with 53 Engravings and 3 Plates. 
Philadelphia: Lea & Febiger. 1936. Price, 
$4.00. 

There is a real need for a compact and 
handy book presenting in a clear and concise 
manner the salient features of the common 
contagious diseases, with brief descriptions of 

e most recent conceptions of their nature 
and developments in their treatment. Such 
have been the advances in this field that con- 
siderable new material has been added and 
the original text has been thoroughly revised 
and largely rewritten. There is an entirely 
new chapter on smallpox, and the newer 
conceptions of whooping cough and of 
poliomyelitis vaccines have been included. 
This edition also presents the rapid method 
of culturing diphtheria bacilli, the use of 
antitoxin in meningococcus meningitis and 
of placental extract in the prevention of 
measles. The nature of serum reactions and 
of scarlet fever, the pathology of various dis- 
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eases, particularly poliomyelitis, and the 
management of various types of “croup” have 
been considerably clarified. 

The present edition offers compact, sound, 
comprehensive, definite, concise and helpful 
instruction, presented in a not-too-technical 
style and covering all of the more common 
contagious diseases. A great body of sound 
and indispensable material, exceptionally well 
organized, makes this a clinical guide of un- 
usual value for practitioners, specialists, in 
children’s diseases, health officers, school and 
industrial physicians, internes and nurses. 
o—__—_—_ 


Wells: Things to Come 


THINGS TO COME. A Film. By H. G. 
Wells. New York: The Macmillan Com- 
pany. 1935. Price, $1.50. 

This is, essentially, a film version of the 
author’s larger book, “The Shape of Things 
to Come,” which has caused a good deal of 
talk. Here, in the form of lively dialogue, 
Mr. Wells portrays the world devastated by 
modern warfare, the fabric of society shat- 
tered and the earth well-nigh depopulated by 
a strange pestilence, “the wandering sick- 
ness.” Then, out of depressing chaos, the 
scientists, especially the aviators, set about 
the business of constructing a new civiliza- 
tion on a more enduring basis. 

Whether or not the prophecies here pre- 
sented have a sound foundation, those who 
care for the scenario type of narrative and 
plenty of surprising action will find this little 
book decidedly exciting, and may discover 
some crumbs of food for thought. 

—_—_—_—_— eee 


Wood: Delafield & Prudden's 


Pathology 


Teer B00K OF PATHOLOGY. By Delafield 
and Prudden. Revised by Francis Carter 
Wood, M.D., Director of the Pathological De- 
partment, St. Luke’s Hospital, New York, and 
Director of the Institute of Cancer Research, 
Columbia University, New York. Sixteenth 
Edition. With Twenty-Two Full-Page Plates 
and Eight Hundred and Thirty-Nine Illustra- 
tions in the Text in Black and Colors. Balti- 
more: William Wood & Company. 1936. 
Price, $10.00. 

It seems scarcely necessary to do more than 
call attention to this work, which, with its 
sixteenth edition, celebrates its golden anni- 
versary. It has so long been considered the 
standard text on pathology that there is 
scarcely a physician who, if he heard the 
names of its celebrated original authors, 
would be unable to mention the subject of 
the volume. 

The present editor has received requests to 
make the book “more modern,” but in path- 
ology, modernity chiefly means changing the 
names on specimen bottles. People still seem 
to have the same lesions they had fifty years 
ago, even though the names may have been 
changed, so the book stands largely as it was 
written, with new material added where 
needed, especially in connection with the 
nervous system, muscles, bones and joints. 
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This is no volume of short cuts or light 
and casual reading, but one of the standard 
reference works which should form the back- 
logs of every medical library, public and 
private, of every kind and degree. 


Hawes and Stone: Pulmonary 
Tuberculosis 


HE DIAGNOSIS AND TREATMENT OF 

PULMONARY TUBERCULOSIS. A Hand- 
book for Practitioners. A Textbook for Stu- 
dents, Nurses and Social Workers. By John 
B. Hawes, 2d, M.D., President of the Boston 
Tuberculosis Association; Director of the 
Massachusetts Tuberculosis League; Director 
of the National Tuberculosis Association; Di- 
rector of the Rutland Cottage Sanatoria; etc., 
and Moses J. Stone, M.D., Assistant Professor, 
Diseases of the Chest, Boston University, 
School of Medicine; Physician to the Chest 
Clinic of the Massachusetts Memorial Hos- 
pitals, Boston, Mass.; etc. Illustrated with 43 
Engravings. Philadelphia: Lea & Febiger. 
1936. Price, $2.75. 

There is a distinct place for a brief and 
compact textbook on tuberculosis that brings 
the subject of its diagnosis and treatment up 
to date. Hitherto, no such recent book has 
been available. This work reflects the modern 
attitude towards the diagnosis and treatment, 
and especially towards the prevention of the 
disease. It focuses attention on the essentials. 
The differential diagnosis between tubercu- 
losis and the diseases most often mistaken 
for it is especially clear and accurate, in- 
cluding an illuminating discussion of under- 
nourishment in children. The treatment of 
symptoms is emphasized and such new points 
as the sedimentation test, Calmette’s at- 
tenuated vaccine, and the indications for the 
different methods of lung compression, are 
given judicious and discriminating considera- 
tion. The compact summary at the end of 
each chapter emphasizes the essentials. 

The general practitioner will find this to be 
a handbook of great usefulness, thoroughly 
up to date and well organized. It avoids un- 
necessary technicalities and is clear. concise 
and authoritative. Students. nurses and 
social workers will have no difficulty in un- 
derstanding it. 


—_—_—_——_@—___——- 


Kanner et al: Child Psychiatry 


eet PSYCHIATRY. By Leo Kanner, 
M.D., LL.D., and Edward A. Park, M.D. 


— Charles C Thomas. 1935. Price, 
6.00 


As a text and reference book, this work 
will take a place in every private and public 
medical library. Here the student, busy prac- 
titioner, or more leisurely scholar will find of- 
fered, in a single volume, the best-tested, most 
logically organized, concretely condensed, 
well-correlated, and unqualifiedly excellent 
material that has been collected through pa- 
tient experiment and careful selection, by 
Americans in their own language. 

Prefaced by a summary study of prevail- 
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ing methods of handling ehildren’s psychiatric 
problems, rich in materials gleaned from clin- 
ical studies, supplemented with summarized 
case histories made applicable to the topic 
under discussion, this text greatly facilitates 
identification for the student, and clarifies the 
ene procedures. 

hysician cannot afford to be without 
-— - uable information furnished here to 
help him in his understanding of the more in- 
volved domestic, social, and school relations 
of his patients; educators in working out 
home vs. school, and medical problems need 
such a guide; all social workers will find the 
text indispensable to their best efforts and 
studies, for the time-tempered observations of 
these well-trained and experienced authors 
represent the most recent available material 
in psychiatric adventures. 

A. M_N. 
—— 


Cobb: Religion Must Save 


the World 


§ ECURITY FOR A FAILING WORLD. By 
Stanwood Cobb. Washington, D. C.: Ava- 
lon Press. 1935. Price, $2.00. 

It is beginning to appear to many thought- 
ful people that the world has reached an 
impasse, from which it cannot be saved by 
economics or than ‘me alone. What humanity 
needs, more new sources of power, or 
more eee? or more prosperity, is a new 
conscience—a fresh and less selfish outlook. 
The world-wide chaos is not due to deficient 
intellect, but to aimless or misdirected emo- 
tions. We require an emotional and spiritual 
renaissance. 
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The older religions seem to have lost their 
power to move men to action, and the author, 
who is a prominent exponent of that religious 
philosophy, offers, as a solution for our ills, 
the Baha’i Faith, which does not compete 
with any other religion, but supplements 
them all. 

Whether one accepts Mr. Cobb’s thesis or 
not, he has presented an interesting and well- 
reasoned discussion which is worthy of con- 
sideration by any open-minded man. 


eo__—_- 


Shennan: Autopsies 


postr MORTEMS AND MORBID ANAT- 
OMY. By Theodore Shennan, M.D., 
F.R.C.S. (Edin.), Professor of Pathology in 
the University of Aberdeen. Third Edition. 
Baltimore: William Wood & Company. 1935. 
Price, $9.00. 

The importance of autopsies, as a check on 
diagnosis, for the increase of medical know- 
ledge, and for the detection of crime is now 
widely and fully recognized, but they are not 
carried out so frequently as they should be, 
because many physicians do not clearly un- 
derstand their technic. 

This is one of the few textbooks which 
describes, in full detail, just how to conduct 
and complete a scientific post-mortem exam- 
ination; where and how to look for, detect 
and recognize abnormal conditions and their 
significance. 

A book like this is indispensable to coron- 
ers, medical examiners, pathologists and 
criminal lawyers, and will be of great value 
to most physicians. 


Dinnon emia 


New Books Received 


The following books have been received in 
this office and will be reviewed in our 
pages as rapidly as possible. 


SYNOPSIS OF CLINICAL LABORATORY 
METHODS. By W. E. Bray, B.A., M.D. St. 
Louis: C. V. Mosby Company. 1936. Price, 
$3.75. 

A TEXTBOOK OF SURGERY. By Amer- 
ican Authors. Edited by Frederick Chris- 
topher, B.S., M.D., F.A.C.S. Philadelphia and 
London: W. B. Saunders Company. 1936. 
Price, $10.00. 

YOUR HAY FEVER. By Oren C. Durham. 
1st Edition. With an Introduction by Morris 
Fishbein, M.D., and a Chapter on Treatment 
by Samuel M. Feinberg, M.D., F.A.C.P. Indi- 
anapolis: The Bobbs-Merrill Company. 1936. 
Price, $2.00. 

THE ENDOTOXIC INFECTIONS AND 
THEIR CONTROL WITH EDWENIL. 10th 
Edition, Third Revision, Fiftieth Thousand. 
ae California: Spicer and Company. 
1936. 

AN INDEX OF DIFFERENTIAL DIAG- 
NOSIS OF MAIN SYMPTOMS. By Various 
Authors. Edited by Herbert French, C.V.O., 
C.B.E., M.A., M.D. (Oxon.), F.R.C.P. (Lond.). 


5th Edition. Baltimore: William Wood & 
Company. 1936. Price, $16.00. 

DENTAL INFECTION AND SYSTEMIC 
DISEASE. By Russel L. Haden, M.A., M.D. 
2nd Edition, Revised. With a Foreword by 
Dr. Edward C. Rosenow. Philadelphia: Lea & 
Febiger. 1936. Price, $2.50. 

INTERNATIONAL CLINICS. Edited by 
Louis Hamman, M.D., Vol. I, 46th Series, 
March, 1936. Philadelphia: J. B. Lippincott 
Company. 1936. Price, current year, $3.00 per 
volume, back years, $5.00 per volume. 

AN INTRODUCTION TO SURGERY. By 
Rutherford Morison, M.D., F.R.C.S. (Edin.), 
F.R.C.S. (Eng.), M.A., D.C.L., LL.D.; and 
Charles F. M. Saint, C.BE., M.D., MS., 
F.R.C.S., F.R.A.C.S. 3rd Edition. Baltimore: 
William Wood & Company. 1935. Price, $5.00. 

THE TUBERCULIN HANDBOOK. By Hal- 
liday Sutherland, M.D. New York: Oxford 
University Press. 1936. Price, $2.75. 

ABORTION. Spontaneous and Induced. 
Medical and Social Aspects. By Frederick J. 
Taussig, M.D., F.A.C.S. St. Louis: C. V. Mos- 
by Company. 1936. Price, $7.50. 





MEDICAL NEWS 
e 


© Underwood & Underwood. 


Dr. Wilmer Passes 

HE world-famous ophthalmologist, Dr. Wil- 

liam Holland Wilmer, of Washington, D. C., 
whose picture appears above, passed to his 
rest on March 12, 1936, at the age of 73 years. 

While Dr. Wilmer was so well known as an 
expert in eye diseases that he had numbered 
among his clientele such celebrities as Theo- 
dore Roosevelt and the King of Siam, the out- 
standing event in his busy life was his ap- 
pointment, in 1922, as director of the Wilmer 
Ophthalmological Institute of Johns Hopkins 
University, which was founded in his honor. 
This position he retained until 1934, when he 
resumed private practice in Washington, 
where he began his medical career in 1889. 

His War. service was of such a character 
that he received the Distinguished Service 
Medal and was made a commander of the 
Legion of Honor of France. 


—————_-@-——_--_ — - 


The Copeland Pure-Food Bill 


fa something unforeseen happens, 
there is still time for those who have not 
protested to their United States Senators and 


Congressmen against the passage of the dis- 
astrous Copeland Bill (“Pure Food and Drug 
Bill”) to do so. If passed, this bill would 
make a situation, which may be bad in spots, 
even worse. Reread the Editorial on the 
Tugwell Bill (now sponsored by Copeland) 
in the December, 1933, issue of “C.M.&S.,” 
page 624; the note on page 106 of the Feb- 
ruary, 1934, issue; and the reprinted Editorial 
on “The Federal Pure Food and Drug Law,” 
from J. Med. Soc. of N. J., in this issue, or 
write to Howard W. Ambruster, Westfield, 
N. J., for full particulars on this Bill, or do 
both. Then write, without delay, to your 
representatives in the Congress and tell them 
what you think about it. 

This bill must not be confused with another 
bill introduced by Senator Copeland (S. 4000), 
to permit physicians to give contraceptive in- 
formation. This bill should be passed and it 
will be well to say so when writing. 


European Medical Assemblies 


HE twelfth annual assemblies of the Inter- 
state Postgraduate Medical Association ol 
North America will extend from May 16 to 
July 9, 1936, and will be held in Dublin, Bel- 


fast, Glasgow, Edinburgh, London, The 
Hague, Berlin, Vienna, Berne, Paris, and other 
European medical centers. This is a splendid 
opportunity to broaden one’s outlook by a 
trip on the all-expense rate basis. 

For full particulars, write to Dr. W. B. 
Peck, Freeport, IIl. 


eo 


Nutritional Charts 

COLLECTION of valuable charts, show- 

ing the vitamin, mineral and nutritional 
values of various foods and containing much 
other practical information on dietetics, of 
interest to all medical men and dietitians, has 
been prepared and will be sent free to any 
physician on request, by the H. J. Hines Co., 
N. S. Pittsburgh, Pa. 


e - -— 


Certified Milk Information 


HOSE who are interested in certified milk 

and would like more information about it 
can procure a pamphlet on the subject on re- 
quest, by writing to the Certified Milk Pro- 
ducers Association of America, 350 Madison 
Ave., New York City. 
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